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High pressure dressing sterilizer, electrically heated . 
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Hospitals and the Manufacturers’ Sales Tax 


Hospitals are materially interested in the proposed sales tax intro- 
duced by the Ways and Means Committee of the House of Repre- 
sentatives for the purpose of raising governmental revenues. Under 
its provision the manufacturers’ sales tax of 22% is levied upon all 
sales. Converted into aggregate figures this sales tax would amount 
to 24%4% of $600,000,000 worth of foodstuffs, medical and surgical 
supplies, equipment, and furniture which the hospitals purchase an- 
nually, or $15,000,000 each year. 

While the bill was in course of preparation and before its intro- 
duction into the House of Representatives, the American Hospital 
Association asked that the hospitals be exempt from the provisions 
of the manufacturers’ sales tax. Its plea was presented to each mem- 
ber of the Ways and Means Committee and to many members of the 
House of Representatives not members of that committee. [Favorable 
consideration was given to a part of the plea and food supplies have 
been exempted. There is excellent prospect that medical and surgical 
supplies and instruments and hospital furniture and equipment will 
be further exempted. The Association is making every effort to save 
the hospitals this added burden. 

The following letter was written to the Honorable Charles R. 
Crisp, Acting Chairman of the Ways and Means Committee: 
HonorasB_eE CHARLES R. Crisp 


HOUSE OF REPRESENTATIVES 
WASHINGTON, D. C. 


My dear Judge Crisp: 


The Board of Trustees of the American Hospital Association, who repre- 
sent 1,600 hospitals throughout the United States, with an aggregate of 400,000 
beds, respectfully asks your personal consideration and the consideration of the 
members of the Ways and Means Committee in the United States House of 
Representatives, of their earnest plea that the hospitals of the United States 
be exempted from the provision of the manufacturers’ sales tax on all medical 
and surgical supplies and equipment, and all food supplies purchased for their 
use, and from any provision of the proposed income tax. 


Hospitals are peculiarly a charitable effort financed in both construction and 
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operation by taxes or by gifts from philanthropically inclined people. Sixty 
per cent of all hospital disbursements, including tax-supported hospitals, go for 
the care of the non-paying or indigent patient. Fifteen per cent are direct 
contributions from community chests, philanthropists, and charitable organiza- 
tions other than hospitals, and only twenty-five per cent of the cost of operation 
of our hospitals in the United States is paid by patients who enter the wards. 

Further, in normal times there is not one hospital out of one hundred that is 
able to maintain itself and sustain its usual effort for the care of charity 
patients, that is able to square its disbursements with its income. Under pres- 
ent conditions, with the charitable load imposed upon hospitals increased by 
fifty per cent over normal times, there are few hospitals in this country that 
are not facing financial disaster. 

The amount of charity which they do is only in a small part paid for by 
cities, counties, or municipal political divisions, except in those hospicals which 
are operated and owned exclusively by them. 

The hospitals have no choice but to care for every patient who comes to 
their doors, without the consideration of whether the patient is able to pay for 
his care or not. They do this generously, efficiently, and without limit. 

I am going to presume upon our acquaintance during the War period in add- 
ing my personal plea to the plea of our hospitals everywhere. | feel confident 
that you will accept the statements I make in this letter as being well founded 
and as representing the actual conditions, so far as hospitals are concerned. 
We appreciate the necessity for increased revenue for the Government and are 
very reluctant to make any suggestion of exemption for any reason. There is 
no selfish motive, so far as hospitals are concerned, in making this request. 
They are doing it purely with an altruistic purpose and with the thought that 
any contribution made in this manner is distributed throughout the country, not 
to the hospitals particularly but to the 7,006,000 charity patients who enter and 
are cared for in hospital wards each year. 


Very respectiully yours, 
(signed) Bert W. Catpwetr, M. D. 
Executive Secretary 

The Association is led to believe that favorable consideration will 
be given to its requests for exempticn. In the event that the bill in- 
troduced passes the House without the exemption the ylea will be 
emphasized when the bill comes up fer consideration by the Senate. 
Hospitals are particularly interested in this legislation as it directly 
affects the finances of each one of them and in every way possible 
should bring to the attention of the members of Congress their 
objection to this tax upon charity. 

As we go to press we receive the following letter from the Hon. 
Edward E. Eslick, of the 7th Congressional District (Tennessee ) 
and a member of the Ways and Means Committee. Mr. [slick 
encourages us in the belief that our efforts to secure the exemption 
of hospitals from the provisions of the manufacturers’ sales tax, as 


well as the income tax, will be successful. 
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EDWARD E. ESLICK Ways AND MreANS COMMITTEE 
7th District Tennessee 
CONGRESS OF THE UNITED STATES 
Fionieuada cece: House of Representatives 
Pucaskt, TENNESSE! Washington, D. C. 


Marcu 21, 1932 


Dr. Bert W. CALDWELL 
18 East Division STREET 
CHIcAGco, ILLINOIS 

Dear Dr. Caldwell: 

I have your letter of March 19th. I note what you have to say on the sales 
tax applying to hospitals and likewise the income tax. Speaking off-hand I am 
sure the income tax does not apply to hospitals unless there is private profit, and 
I am inclined to think that the exemptions in the sales tax bill apply to hospi- 
tals, but I do not think vou need to be in the least uneasy for the entire sales 
tax item, as now embraced in the Revenue bill, will go out. 

Sincerely, 


(signed) Ep Estick 





The Frank E. Chapman Memorial 


The Ohio State Hospital .\ssociation at its annual convention on 
March 15 adopted a resolution that will receive the universal sup- 
port of hospital executives and of all other hospital people who are 
interested in the training of cur executives. By resolution the state 
association pledged itself to co6perate with a committee consisting of 
Rey. Maurice F. Griffin, Dr. A. C. Bachmeyer, and Mr. Guy J. Clark 
to create a memorial to the late Frank [. Chapman, who was cne of 
the ablest hospital executives in this country and who, at the time of 
his death, was director of the University Hospitals, Cleveland. 

The memorial will be in the form of an endowment of $10,000, 
contributed by the friends and associates of Mr. Chapman, which 
will constitute a revolving fund to assist students in hospital adminis- 
tration. The grant will be made to those candidates of the commit- 
tee’s selection to assist them in financing their training at one of the 
group of hospitals which the committee will approve. 

Frank Chapman, during his life-time, contributed as much as any 
other executive to the proper training of hospital administrators. In 
more than one sense he was an educator who took a pride and a 
pleasure in the results of his teaching. This memorial to his life and 
to his work interprets better than in any other way what Frank 
Chapman’s wishes would be if he were able to voice them. It will 
continue, in the finest possible manner, the work which he initiated 
during his life-time. 
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The Hospital Directory 

Under the direction and the supervision of the American Hospital 
Association, The Midwest Company, Minneapolis, Minnesota, will 
prepare and publish a hospital directory that should be of great value 
to all who are interested in the hospital field. Work on the book has 
already been started. James Clark Fifield, editor of The American 
Bar and American Physicians and Surgeons, will also be the editor 
of American Hospitals—the selected title for the new directory. 

In its meeting of December 7, 1931, the Board of Trustees of the 
American Hospital Association, after careful consideration of the 
proposition submitted by The Midwest Company, voted to codperate 
with the publishers in the compilation of a hospital directory. Ac- 
cording to agreement, The Midwest Company assumes all the expense 
involved in the publication of the book, and it is strictly understood 
that the volume shall be entirely free from advertisements, and that 
all remuneration shall come from a sale of the book at a reasonable 
price. The publishers were thoroughly investigated, and it was found 
that the company is one of high repute and financial responsibility. 

The directory will contain data on reputable hospitals of the various 
classifications as to type throughout the United States and Canada. 
In addition it is planned to devote sections in .dmerican Hospitals 
to biographical sketches of people in the hospital field; to information 
concerning hospital architects; to data on charitable foundations; to 
digests of the histories of the American Hospital Association, the 
Catholic Hospital .\ssociation, the American Protestant Hospital As- 
sociation, the .\merican Sanatorium Association, ete. 

The material for slmerican Hospitals is to be gathered by means 
of questionnaires and letters of inquiry sent directly to those persons 
best able to supply the desired information. The questionnaires are 
now being prepared from suggestions submitted by prominent hos- 
pital executives as to what information the sketches in .lmerican 
Hospitals should give to be most valuable for reference purposes. 

When asked regarding the time set for the publication of the direc- 
tory Peter Sletterdahl, representing The Midwest Company, stated 
that questionnaires and letters of inquiry would begin to go out 
systematically about the middle of April and that the promptness of 
the responses would largely govern the date on which the book will be 
published. ‘However, in view of the fine spirit of cooperation 
already expressed in a tangible way by hospital executives,” he said, 
“Wwe ought to have the directory off the press some time next Fall.” 
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The Hospital as a Community Asset’ 


By Watter L.. Brerrinc, M.D. 
Des Moines, lowa 


HE CARE OF THE sick through all the ages has been the index 

of the progress of human civilization. It is a far ery from the 

ancient temples of heal:ng to the modern hospital of this day, 
yet it likewise forms a measure of advancing medical thought and 
the practice of the art. 

There have been three periods! when hospitals have reached a 
relatively high stage of development: in ancient India, in medieval 
Europe, and in recent times in the United States and elsewhere. 

We learn about the first period from ancient Hindu books of the 
laws pertaining to hospitals.” “Each village was to construct, under 
the direction of the health officer, a well ventilated, strong building 
protected from dust, winds, smoke, noises, and odors. There were 
to be rooms for the care of the bedding, kitchens, and an operating 
room to be clean and bright with an open fire on which the men 
attendants could pour sweet smelling lotions to keep the devils from 
entering wounds.” Perhaps germs were meant. 

“The surgeon must be rapid and strong and must not converse 
or utter exclamations. His attendants must give him whatever he 
might need—cotton, linen thread, dressings, melted butter, oils, 
honey, stimulants, or salves. He had his choice of 125 different in- 
struments. Ile must perform the operation only under a favorable 
constellation and with suitable prayers. Drugs that produced in- 
sensibility were used, and the patient was not allowed to eat much 
during the days preceding the operation. Ile was immediately re- 
freshed with cold water and fanned. 

“All doctors were required to dress in white, to carry a cane 
or umbrella, and to be accompanied by a slave. Every detail of 
the equipment of the hospital was enumerated: vessels of all sizes, 
soft beds and pillows, white sheets, plasters, salves, brooms, herbs, 
and medicines. ‘There must be gardens in which to raise herbs. 
There must be skilled, kind attendants to bathe and massage, and 
musicians to play, recite legends, and divine the patient’s desires by 
looking at his face.” 

Money for hospitals was obtained by a tax on every rupee of the 
gain of the merchants. 

In view of the period of antiquity when these laws prevailed we 


Read before the Towa Hospital Association, Sioux City, March 9, 1932. 
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must marvel at the wisdom and foresight displayed by these ancient 
peoples. It seems well established that the ancient Hindus per- 
formed almost every major operation except ligation of the arteries. 
Drugging with Indian hemp or henbane (‘“tabannuj’’—hyocyamus ) 
was also common among them and the later \rabs.* 

It is interesting to note among these ancient records that inocula- 
tion for smallpox had been in use “among the Hindus from time 
immemorial.” The variolous matter on cotton was applied with 
prayers, and when the fever began the patient was laid on a mat 
outdoors. 

Egypt was far behind India in the development of her hospitals. 
At first the sick were laid in the busiest parts of the Egyptian town 
so that passers-by, if they had had the same ailment, would stop and 
give them advice. 

In Babylonia there was even a law compelling passers-by to 
stop. We might comment that this would not be necessary to- 
day. Later the sick gathered in the temples so that the priests 
could interpret their dreams and tell them what the gods advised. 

In Heliopolis, where Mary and Joseph were said to have rested 
during their flight, there was a temple where Isis, the noon goddess, 
taught men, in their dreams, how to heal. 

Later, priests held clinics in the great stone temples whose walls 
were then a blaze of colored bas-reliefs, representing some of the 
finest art of the period. In one temple the word “laboratory” was 
found written above a door of a room, and “birth house” over 
another. 

Strangely enough, as early as the Fourth Century B. C. there were 
hospitals in Ireland, far from the influence of the more civilized peo- 
ples. The Irish princess Macha established one that she called the 
“House of Sorrow,” and the laws of the time required that it should 
be “free from debt, dogs, fools, and female scolds. There must be 
a stream of water flowing under the middle of the building and any 
patient can bring his mother with him.” Ireland at this time lacked 
the medical knowledge of the classic peoples. 

As in Egypt, hospitals in Greece and Rome were, first, only a room 
in the temple where one had propitious dreams for the inspired oracle 
to interpret. The temple of J¢sculapius, Apollo's son, was the most 
famous. The sick made pilgrimages to this temple and brought any 
offering that they could afford, and on its pillars may still be seen 
accounts of the diseases and cures and incantations that were left for 
the benefit of future generations. 
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ow THE CHIEF GLorY of medieval medicine was undoubtedly in 
the organization of hospitals and sick nursing, which had its origin 
in the teachings of Christ. While the germ of the hospital idea may 
have existed in the ancient Babylonian custom of bringing the sick 
into the market place for consultation, the spirit of antiquity toward 
sickness and misfortune was not one of compassion, and the credit 
of ministering to human suffering on an extended scale belongs to 
Christianity. 

The Asclepeia and other pagan temples were closed by the decree 
of Constantine, A. D. 335 and, very soon after, the movement of 
founding and building the Christian hospitals went forward, in which 
Helena, the mother of Constantine, is said to have played an active 
part. 

The great medieval hospital movement was initiated by Pope 
Innocent III in 1198 which has received the just encomiums of 
Virchow. He sent for Guy of Montpellier, who was the head of 
the best hospital in Europe on the shores of the Mediterranean, to 
help build the Santo Spirito hospital in honor of the Holy Ghost. 
This hospital was completely destroyed by fire in 1922, but was in 
use until a few years before that time. Bishops visiting Rome in- 
spected it and were told to go and found hospitals like it, with the 
result that by the year 1400 every European city of five thousand 
inhabitants or more had its hospital modeled after the Santo Spirito. 
Another circumstance which greatly aided the city hospital move- 
ment was the immense growth of leprosy in the Middle Ages. The 
number of these leprosaria, as they were called, was extraordinary, 
it being estimated that there were some nineteen hundred of them 
in Europe during the Thirteenth Century. About the beginning of 
that century, the hospitals began to pass from the hands of the 
ecclesiastical authorities into those of the municipality. Hospital 
construction attained its height in the Santo Spirito plan and were 
“monuments as famous and as architecturally beautiful as any that 
have been built in recent years.” 

To prevent contagion the hospital was often built beyond the city 
walls, and either over or near a stream. Thus there were hospitals 
along the Seine, the Tiber, the Rhine, the Danube, the Thames, and 
one at Prague on the Violdau near the palaces of the old Bohemian 
Kings. 

The prominent English hospitals of the medieval period were St. 
Bartholomew’s of London, founded in 1137 by Rahere, a court jester, 
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the famous “Old Barts” of London today, St. Mary’s Hospital, 
founded in London in 1197, and St. Thomas, founded by Peter, 
Bishop of Winchester in 1215. 

There is a flavor of romance clinging to the names of a great 
many of our modern hospitals, because it has long been the custom 
to choose a name for a hospital from the roll of famous hospitals 
or nursing orders of the past, especially the medieval past, and 
interesting traditions still cling to the history of the names of St. 
John of Jerusalem, Knights of Malta, St. Elizabeth of Hungary, 
and St. Mary of Bethlehem, from which the famous old ‘*Bedlam” 
of London derived its name. Hotel-Dieu, a place for God's hos- 
pitality, is one of the commonest of these names. In France nearly 
every good-sized town had its Hoétel-Dieu. The Hotel-Dieu of Paris 
possesses the distinction of being the oldest hospital in the world, 
there being no similar institution which can show an uninterrupted 
record of over twelve centuries spent in caring for the sick poor. 
Its foundation dates from the year 651 A. D. From 830 A. D. to the 
beginning of the Fourteenth Century the Hotel-Dieu increased greatly 
in size so that the number of wards had increased to twenty-five, 
and the average number of inmates varied from 1400 to 1600, though 
this was greatly exceeded in seasons of plague and epidemics. About 
fifty vears ago it was entirely rebuilt and now offers medical, surgical, 
obstetrical, and ophthalmic services and accommodates over eight 
hundred patients. The hospital still stands on the original site on 
the Ile de la Cité, close to the Cathedral of Notre Dame and to the 
river Seine, both of which have been intimately connected with its 
history. 

Interesting hospitals connected with the early investigations of 
modern medicine were established in the Eighteenth Century: the 
Charite at Berlin (1710), Guys at London (1725), Edinburgh 
(1736), the Necker at Paris (1780), and the Allgemeine Krankenhaus 
at Vienna in 1784. 

The first hospital in the New World was erected by Cortez in the 
City of Mexico in 1524. In 1629 a Hotel-Dieu was established in 
Canada and ultimately located in Quebec. The Montreal Hotel-Dieu 
was established in 1644, and the General Hospital of Quebec in 1693. 
The first hospital in what is now the United States was built on 
Manhattan Island in 1663. 

In the following century further pioneer American hospitals were 
established ; the Pennsylvania Hospital of Philadelphia in 1751; the 


[11] 





BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


New York Hospital in 1773; the Philadelphia Dispensary in 1786; 
the New York Dispensary in 1791; and early in the Nineteenth Cen- 
tury the Massachusetts General Hospital in Boston. 


oo A HOSPITAL renaissance came with the widespread interest 
medical sciences during the second half of the last century, which 
made possible the development of the modern hospital of today. 

Until late in the Nineteenth Century hospitalization of the sick was 
a rare occurrence except for those who were homeless or for those 
whose condition required isolation from the remainder of the com- 
munity. The extensive use of hospitals is a comparatively recent 
social phenomenon. In 1875 there were only 661 hospitals in the 
United States. As late as 1900 there were only two thousand hos- 
pitals in existence, but since the beginning of the century nearly 
two hundred new hospitals have been added each year, and aceord- 
ing to the latest statistics there are now seven thousand hospitals 
operating in this country. These represent in plant and equipment 
an investment of more than three billions of dollars—greater than 
that of many important manufacturing industries." 

The operation of hospitals thus falls in the class of Big Business; 
the annual cost of maintenance of the seven thousand hospitals is 
about 900 million; they provide over 900,000 beds in which 700,000 
patients are cared for every day and twelve million patients treated 
ach year. Of these seven thousand hospitals, two-thirds are classed 
as general hospitals and contain about 40 per cent of the total number 
of beds. Custodial institutions for nervous and mental disorders 
represent another 40 per cent of the hospital beds of the country, 
although being but 8 per cent of the total number of hospitals. 

While a considerable number of hospitals in this country receive 
federal, state, and municipal support, it is now generally recognized 
that the hospital is distinctly a community responsibility. .\lthough 
supported in part by a church or other organization, it Operates as 
a non-profit corporation, enjoys exemption from taxation, and as a 
community hospital implies not only obligations of the hospital to 
the community, but also reciprocal relations of the community and 
the hospitals. 

Coincident with this remarkable development of hospitals and the 
progressive evolution of medical knowledge, the function of hos- 
pital care has been greatly extended. Until recently most of the 
work done in general hospitals, especially the small institutions, was 
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surgical. The development of surgical asepsis and technique with the 
necessity for an organized and trained staff of assistants for surgical 
work, the gratifying results from the proper treatment of injuries 
and from major elective surgery, have contributed to make hospital 
care of surgical cases necessary to insure the best results. 

The use of hospitals for obstetrics is now increasing rapidly. It 
is estimated that 90 per cent of such hospital care is now given 
in general hospitals. Statistics indicate that in cities of over fifty 
thousand population from 20 to 67 per cent of the deliveries are in 
hospitals. This points clearly to the fact that there is an increasing 
use of hospitals for this type of service. The care of the newborn 
and the training of mothers has become an important function of hos- 
pitals. The further hospitalization of sick children has distinctly 
influenced the incidence and mortality of diseases of childhood. 

The great development of laboratory and technical methods as 
well as the necessity for trained personnel, for both diagnosis and 
treatment of acute and chronic medical diseases, has brought a fur- 
ther appreciation on the part of the public of the value of a hospital 
period of study and treatment in many of the non-surgical disorders. 

With the growing recognition of the importance of the early 
diagnosis of certain slowly progressive diseases, and the importance 
of correcting minor defects which may be contributing factors in 
more serious ailments, there has been an increasing willingness on 
the part of patients to go to a hospital before becoming seriously ill. 

There is also a general recognition of the importance of active 
tuberculosis and the removal of a patient from the environment in 
which there may be children, to prevent them frem contracting the 
disease. It is now known that practically all tuberculosis is contracted 
in childhood. While special hospitals for the care of tuberculous 
patients exist, yet where a general hospital is available there is no 
reason why it should not be ready to render the service required. 
Again tuberculosis frequently involves more than one organ, thus 
requiring general study and the correction of defects, which can best 


be done in a general hospital. 


oo THE CONSTANT increase of mental diseases promises to become 
one of the major economic and social questions of this day. The 
statistics are startling. In the last forty years the number of pa- 
tients with mental disease in institutions has increased about four 
times as rapidly as the population. We gain some idea of the mag- 
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nitude of the problem when it is stated that the number of new com- 
mitments to institutions for mental diseases has almost paralleled 
the increase in matriculation in the colleges of the country. Again 
it is estimated that the institutionalized cases of mental disease, at 
present, number almost as much as the enrollment of all the col- 
leges of this country. Most mental patients have a long history, 
with symptoms appearing years before the real condition is mani- 
fest. The hope of dealing with the problem lies in early diagnosis 
and proper treatment. 

While custodial institutions are doing what they can in the program 
of prevention, a much more important contribution can be made 
through general hospital and clinic facilities in the community itself. 
Patients with early nervous symptoms are prepared to go to a gen- 
eral hospital for study at a stage when help can be promised, where- 
as they are very unwilling to enter custodial institutions even for 
early treatment. It would seem, therefore, that general hospitals 
should be prepared to take care of this class of patients, because in 
the long run it means conservation of mental health. 

The sound medical care of venereal diseases is predicated on a 
continued period of supervised treatment, and the earlier it is in- 
stituted the better the result. The frequency of involvement of the 
central nervous system, and later tendency to mental disease, em- 
phasize the need of early and carefully supervised hospital treatment. 

In recent years great progress has been made in the control of con- 
tagious diseases by methods of immunization, tests of susceptibility, 
and the early use of prophylactic measures. There 1s still, however, 
considerable incidence of contagious diseases, and an_ infectious 
pavilion has become a necessity for every general hospital as fre- 
quently complications arise which require medical and surgical treat- 
ment. It is a reflection on an enlightened community when it permits 
its members who contract diphtheria, scarlet fever, or smallpox, with 
their serious complications and disastrous results, to be cared for 
in a pest house with no facilities for applying the most advanced 
methods of treatment. 

Many general hospitals are now providing facilities for specialized 
practice in diseases of the eye, ear, nose, and throat, and skin dis- 
eases. Although comparatively few need hospitalization, it indicates 
the further extension of hospital service in a community. 

The problem of convalescent care following hospital treatment is 
assuming more economic importance. Provision for this should be 


[ 14] 





ee 














THE HOSPITAL AS A COMMUNITY ASSET 


considered in connection with general hospital work, and be under 
hospital control. It will require certain special features, such as 
occupational therapy and the different forms of physical therapy, 
with some modification of general hospital routine. After recovery 
from a severe surgical operation, a prolonged febrile illness, infantile 
paralysis, or other disabling condition, additional convalescent care 
may often obviate readmission to the hospital and insure, furthermore, 
a greater efficiency in returning the patient to his duties of citizen- 
ship and frequently prevent him from becoming a further charge on 
the community. 

The care of patients with chronic and incurable disease is, like- 
wise, a community problem requiring particular hospital care and 
treatment. 

Thus the hospital is rapidly becoming the essential element in the 
program of preventive medicine and health conservation in the 
community.°® 


oo THE DEVELOPMENT and extension of special types of hospital 
service has paralleled the tendency toward specialism in medical prac- 
tice. The attending staffs of hospitals have gradually become a group 
of specialists, so that group practice and team work should realize, 
thereby, the most effective development in the modern general hospital. 

This association of special medical and surgical service in a well 
equipped community hospital has a definite relation to the distribu- 
tion of physicians. It has been determined by the careful investiga- 
tions of Weiskotten’® that 35 per cent of the graduates of the last ten 


years have taken up some form 


yf specialized practice. It must 
be clearly evident that physicians with this special preparation will 
seek the community having the facilities of a modern hospital. 

A modern hospital insures good doctors, well trained nurses, and 
the highest type of medical service to the community of which it is 
a part. Hospital associations imbued with the true spirit of medical 
progress are able to exert a profound influence in unifying hospital 
service and extending its beneficent relations to ever widening pur- 
pose. 

Where once it was but an adjunct, the hospital has now become 
the center, all inclusive, of the medical service of a community. 

In the delivery of modern medical service a number of essential 


features are more or less interdependent. 
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There is a general agreement that the greatest health problem is 
that of making available to every individual in the community the 
benefits of modern medical knowledge. “That knowledge, it may be 
said, is now far in advance of our application of it to the health needs 
of either individuals or the community. 

To make both available and etfective our present and future 
knowledge regarding the diagnosis, treatment, and prevention of 
disease, and the conservation of normal health, mental as well as 
physical, is the outstanding challenge to the community hospital and 
the medical profession of today. 

We know that the public has become health conscious and is eager 
and impatient for the benefits of modern medical service. In this 
extension of service, the hospital must recognize its obligation as the 
central agency in community health work and the highest grade of 
medical service. No agency in the health field is so well organized 
or adapted to the newer opportunities of medical service and public 
health education.* 

In this endeavor te establish the hospital as a distinct community 
asset, it must not be overlooked that the hospital is a definite com- 
munity responsibility in the same sense as the public schools, courts 
of justice, and the maintenance of law and order. The advantages 
of hospital facilities accrue in a large degree to the entire public, 
hence the provision of hospital capital by the general public through 
taxation and voluntary contribution is an equitable procedure.” 

In accepting this community challenge and to insure public ap- 
proval, the hospital with its modern equipment, well trained nursing 


personnel, and coordinated professional activities of knowledge and 
skill should guard well that traditional imponderable something, 


referred to so aptly by Brennemann as the “human side of the hos- 
pital.” "Tis that subtler spirit of enthusiastic and_ self-effacing 
cooperation, of steadfast svmpathetic lovalty and devotion to a com- 
mon cause that is bigger than any individual, that wins battles and 
makes hospitals.” This spirit and endeavor should prevail from 
admission to the discharge of a patient and applies to everyone con- 
nected with the activities of the hospital. 

Cushing has well! said that “hospitals have personalities.” There 
are hospitals of which it is traditional that kindliness, attentiveness, 
thoughtfulness, flexibility in its conduct, and an evident spirit of 
cooperation and of service prevail throughout. Again there are 
others in which an obviously impersonal and inflexible chilling 
routine obtrudes itself. 

[ 16] 
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PERSONAL ITEMS 


Dr. Robert E. Baldwin has been appointed superintendent of the Tampa 
Municipal Hospital to succeed Dr. Sheldon Stringer, who resigned after 
five years of very successful administration in that institution. Dr. 
Stringer is a former health officer of the city of Tampa and has a very 
detailed knowledge of hospital administration. 

Miss Lulu Hicks has been named superintendent of the Morrison (IIli- 
nois) Hospital to succeed Miss Rachael Praetz. 

Capt. Charles Butler is the new commanding officer of the United 
States Naval Hospital, Brooklyn, New York, succeeding Capt. Percival 
Rossiter. Captain Rossiter’s new post is at the Naval Hospital, Washing- 
ton, D.C. 

Mr. J. E. Kenney has resigned as superintendent of the Baptist Hos- 
pital of Alexandria, Louisiana, effective January 15. 

Miss Ruth D. Wiley took up her duties as superintendent of the Caro 
(Michigan) Community Hospital on December 30. 

Miss Frances West, who recently resigned from the Charlotte Hunger- 
ford Hospital, Torrington, Connecticut, is now superintendent of the 
Middlesex Hospital, Middletown, Connecticut. 

Katherine R. Yocum has been appointed to the position of superintendent 
of St. Paul (Minnesota) Hospital. 

Marjorie M. Ibsen has succeeded Lena M. Johnson as superintendent of 
the Highland Park (Illinois) Hospital. 

The newly opened Columbus Memorial Hospital at Newark, New Jersey, 
is in charge of Dr. Ralph Russomanno. 

Mrs. F. C. Fouser is superintendent of the Wesson Memorial Hospital, 
Springfield, Massachusetts. 

E. H. Taylor has been appointed superintendent of the Franklin (New 
Jersey) Hospital. 

Dr. Eugene Davis has succeeded Dr. I. R. Wagner at the U. S. Veter- 
ans’ Hospital, Fort Lyon, Colorado. Dr. Wagner has taken charge of the 
Memphis Veterans’ Hospital. 

W. C. Penn is the new manager of the Harrison Memorial Hospital, 
Cynthiana, Kentucky, succeeding W. A. Kendall, resigned. 

Mrs. Louise McNeil succeeds Mrs. Marie Thomas as superintendent of 
the Petaluma (California) Hospital. 

Anna F. Lockhart has resigned the superintendency of Riverside Hos- 
pital, Paducah, Kentucky. 

Gladys Collins, former superintendent of the Davis Hospital at Pine 
Bluff, Arkansas, is now superintendent of the Marietta Phelps Hospital, 
Macomb, Illinois. 
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Ruth Willingham has been appointed superintendent of the Mayfield 
(Kentucky) Hospital to succeed Mrs. E. E. Fry. 

Violet S. Hoar has been named superintendent .of the Nicholas Memorial 
Hospital, Battle Creek, Michigan, succeeding Josephine Nichols, who is 
now superintendent of nurses at Parkland Hospital, Dallas. 

Anna Schmitt has resigned as superintendent of the Clark County Me- 
morial Hospital, Jeffersonville, Indiana. 

Miss Flora Bilbrey has resigned as superintendent ofthe Ennis Munic- 
ipal Hospital, Ennis, Texas, effective January 1. 

Dr. Walter M. English, after twenty-five years as a hospital adminis- 
trator, has resigned as superintendent of the Ontario Hospital at Brock- 
ville. He is succeeded by Dr. Donald R. Fletcher. 

E. M. Hauge is the newly appointed superintendent of the Lutheran 
Hospital, Fort Dodge, Iowa. 

Dr. Harry Rubin has been transferred from the U. S. Veterans’ Hos- 
pital at American Lake, Washington, and is now medical officer in charge 
of the Veterans’ Hospital at Waco, Texas. 

Miss Bessie Norris has resigned the superintendency of the J. C. Ham- 
mond City Hospital, Geneseo, Illinois. 

Miss Claribel Wheeler has received the appointment of executive secre- 
tary of the National League of Nursing Education, and takes over that 
position on February 1. 


General Hospital Service in New Jersey 


During the month of November, 1931, according to the report of Dr. 
Emil Frankel, director of research of the department of institutions and 
agencies, sixty general hospitals reported an average occupancy of 67 
per cent. For November, 1930, the average occupancy was 69 per cent. 

The total number of patients admitted in November, 1931, was 16,913, 
of which 35 per cent were admitted as private or semi-private patients 
and 65 per cent as ward patients. 

Of the total number of patient days of care (224,230) given during 
November, 1931, 31 per cent were rendered to private and semi-private 
patients and 69 per cent to ward patients. 

The average per capita cost of the sixty hospitals in November, 1931, 
was $4.90. In November of 1930, it was $5.05. 

The receipts from patients for November of last year was $581,691, 
while the current operating expenditure was $1,101,233. The amount of 
receipts from patients covered 53 per cent of the current operating expen- 
ditures. 
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The First Annual Conference of the 
Board of Trustees of the 
American Hospital Association 


with the 


Presidents of National, Regional, Provincial, and 
State Hospital Associations 


WwW 
The interest of the hospital organizations in North America was cen- 
tered on the first annual conference of the American Hospital Association 
and the representatives of other hospital associations in Chicago February 
15 and 16. The associations and their representatives were: 


American Hospital Association 
Paul H. Fesler, President 
Board of Trustees 
Dr. George F. Stephens 
Mr. Asa S. Bacon 
Mr. F. O. Bates 
Miss Carolyn E. Davis 
Dr. N. W. Faxon 
Rev. Maurice F. Griffin 
Dr. E. T. Olsen 
Dr. Winford H. Smith 

American Medical Association 
Dr. Charles Wright, Chairman, 

lative Committee 


Legis- 


American College of Surgeons 
Dr. Malcolm T. MacEachern, Director 
of Hespital Activities 
Catholic Hespital Association 
Rev. Alphonse Schwitalla, S.J., Pres. 
Mr. Ray Kneifl, Secretary 
American Protestant Hospital Association 
Dr. A. O. Fonkalsrud, President 
Dr. Frank C. English, Secretary 
American Legion 
Mr. Edward M. Hayes, Chairman, Re- 
habilitation Committee 
Canadian Hospital Council 
Dr. George F. Stephens 
Alabama Hospital Association 
Miss Bertha Mcklderry, Secretary 


Arkansas Hospital Association 

Mr. Lee C. Gammill, President 
Colorado Hospital Association 

Mr. Frank J. Walter, President 

Dr. Maurice H. Rees, Past-President 
Chicago Hospital Association 

Mr. Charles A. Wordell, President 
Cleveland Hospital Council 

Mr. Guy J. Clark, Exec. Sec. 
Georgia Hospital Association 

Dr. Grady N. Croker, President 
Hospital Association of State of Illinois 

Mr. J. Dewey Lutes, President 
Indiana Hospital Association 

Dr. Edward T. Thompson, President 

Miss Gladys Brandt, Secretary 

Mr. George W. Wolf 
Iowa Hospital Association 

Mr. Robert E. Neff, President 

Mr. Clinton F. Smith, Secretary 
Kansas Hospital Association 

Rev. W. B. Stevens, President 

Mr. J. E. Lander 
Kentucky Hospital Association 

Miss Agnes O'Roke, President 
Michigan Hospital Association 

Dr. Denald Morrill, for the President 
Midwest Hospital Association 

Miss E. Muriel Anscombe, President 

Mr. Walter J. Grolton, Secretary 
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Mr. Lee C, Gammill, President 
Colorado Hospital Association 

Mr. Frank J. Walter, President 

Dr. Maurice H. Rees, Past-President 
Chicago Hospital Association 

Mr. Charles A. Wordell, President 
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Hospital Association of State of Illinois 

Mr. J. Dewey Lutes, President 
Indiana Hospital Association 

Dr. Edward T. Thompson, President 

Miss Gladys Brandt, Secretary 

Mr. George W. Wolf 
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Mr. Robert E. Neff, President 

Mr. Clinton F. Smith, Secretary 
Kansas Hospital Association 

Rev. W. B. Stevens, President 

Mr. J. E. Lander 
Kentucky Hospital Association 

Miss Agnes O’Roke, President 
Michigan Hospital Association 

Dr. Donald Morrill, for the President 
Midwest Hospital Association 

Miss E. Muriel Anscombe, President 

Mr. Walter J. Grolton, Secretary 
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Minnesota Hospital Association 
Dr. F. G. Carter, President 


Mississippi Hospital Association 
Dr. Leon S. Lippincott, President 


Missouri Hospital Association 
Mr. Walter J. Grolton, Secretary 


New England Hospital Association 


Oklahoma Hospital Association 
Dr. T. M. Aderhold, President 


Hospital Association of Pennsylvania 
Mr. John Smith, for the President 


South Carolina Hospital Association 
Mr. F. O. Bates, President 


South Dakota Hospital Association 


Mr. James A. Hamilton, President Dr. J. S. Harkness, President 
New Jersey Hospital Association 

Dr. George O’Hanlon, President 
Hospital Association of State of New York 

Mr. Carl P. Wright, President 

Mr. Sydney J. Barnes 


Tennessee Hospital Association 
Mr. C. P. Connell, Secretary 


Western Hospital Association 
Dr. B. W. Black, President 
West Virginia Hospital Association 
Dr. Walter E. Vest, President 


Northwest Hospital Association 
Mr. J. W. Efaw, President 


Ohio Hospital Association 
Dr. C. S. Woods, President 
Mr. J. R. Mannix, Secretary 


Wisconsin Hospital Association 
Dr. R. C. Buerki, President 
Mr. J. G. Crownhart, Secretary 


Five past presidents of the American Hospital Association, nine chair- 
men of committees of the Association, and three section chairmen, together 
with the representatives of the hospital magazines, were present. 

The conference group was called to order in the library of the Associa- 
tion headquarters on Monday afternoon at three o’clock, and in the open- 
ing address President Fesler said: 

“On behalf of the Board of Trustees of the American Hospital Associa- 
tion I want to welcome the President and Secretary of the Catholic Hos- 
pital Association and the Protestant Hospital Association and the presidents 
and representatives of the thirty-three state, provincial, and regional hos- 
pital associations that are gathered here this afternoon and the representa- 
tives of the hospital magazines. 

“This meeting has been called in response to the sentiment expressed at 
the Toronto convention looking toward a friendly and frank discussion of 
hospital problems and plans in the operation of which the American Hos- 
pital Association can be of greater service to the different hospital organiza- 
tions throughout the continent and to the hospital field at large. I hope 
that your stay in Chicago will be a very pleasant one and that the discus- 
sions of this meeting will bring to all of us a closer information of each 
other’s problems and will confer benefits of lasting value upon all of our 
hospitals.” 

The problems which were discussed at length affected the classification 
of membership of the Association, the appointment of geographical sec- 
tions, the workmen’s compensation law, the lien laws, and other legislative 
matters, a discussion of ways and means to prevent loss to hospitals from 
automobile accidents, hospital publicity, the establishment of research 
laboratories by the Association, the study of the cost of the training of 
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student nurses, the value of student nursing service, surveys of cities and 
communities where future hospital construction is contemplated, the im- 
provement of the library facilities and their further development, stand- 
ards of eligibility for institutional membership in the Association, and many 
other subjects of constructive value to the hospital field. 

Before the close of the afternoon session a committee on the agenda 
for the remainder of the conference was appointed, and first upon the list 
was the hospitals’ interest in the care of veterans of the World War. This 
part of the program was assigned for the Tuesday luncheon. The luncheon 
was addressed by Mr. Edward M. Hayes, chairman of the Rehabilitation 
Committee of the American Legion; Dr. Charles Wright, chairman of 
the Legislative Committee of the American Medical Association; Dr. N. 
W. Faxon of the Veterans Committee of the American Hospital Associa- 
tion, and others of the members attending. 

At the dinner on Monday evening, President Fesler presided. Rev. 
Alphonse Schwitalla, S.J., President of the Catholic Hospital Association ; 
Dr. A. O. Fonkalsrud, President of the American Protestant Hospital 
Association; Dr. Malcolm MacEachern, director of hospital activities of 
the American College of Surgeons, addressed the group. Dr. Stevens, 
chairman of the Committee on Agenda, presented its report, which was as 
follows: 

“First, take the three proposals from the Ohio Hospital Association. We 
would suggest that probably Dr. Caldwell might present to the meeting 
the attitude of the Trustees on this. 

Second, the appointment of a full-time consultant is contemplated, and 
the establishment of research laboratories to set up standards for hospital 
procedures. 

Third, the question was raised, and a good deal of discussion ensued, 
regarding the standards of personal membership and the standards of 
institutional membership, and they submit to the American Hospital Asso- 
ciation the advisability for groupings of State Geographical Sections to 
become component parts of the American Hospital Association—that mem- 
bership of a unit should constitute membership in the American Hospital 
Association—with a study of various qualifications for membership. 

Fourth, define what constitutes a hospital. 

Fifth, the BULLETIN, and how it can be improved. 

Sixth, the question of setting up a program. A program to be arranged 
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for the American Hospital Association to aim at, and keep before them, 
and as various objectives are accomplished strike them from the list. 

Seventh, a study of the cost and efficiency of the student nurse and the 
graduate nurse. There is nothing very much on this subject now. The 
Grading Committee has been doing a little along these lines. 

Legislation: Question as to whether the American Hospital Associa- 
tion should recommend that all states pass laws on liens in accident cases, 
bankruptcy, and the question of including undertakers’ fees. 

Compensation boards, with reference to New York state. 

Standardization of hospital reports. 

Recommendation that the Executive Secretary make available findings 
of national associations, such as laundry associations, etc. 

Full information on the Library and how it can be used. 

Tomorrow after the morning session, there will be a discussion and the 
position of the American Hospital Association will be made clear on the 


subject of hospitalization of veterans.” 
. e . . e . 
Listed first for discussion was the proposal presented by the president 


of the Ohio Association, Dr. C. S. Woods, who, in addressing the con- 
ference, said: 

“The Ohio Hospital Association, as the first geographical section of the 
American Hospital Association, is interested in its progress and develop- 
ment. In its state meetings it has given much thought to the problems of 
the American Hospital Association and to the manner in which it can 
develop a program which would be of increasing value to all of its mem- 
bership. The Ohio Hospital Association has delegated me to present the 
following suggestions which the American Hospital Association might fol- 
low to increase its usefulness to its members: 

“1. The appointment of a full-time consultant who would assist indi- 
vidual hospitals, particularly hospitals under one hundred beds, in their 
various problems. It is recognized that most of this would have to be 
carried on by correspondence and provision should be made for some field 
work. 

“2. Surveys of the various states when future hospital construction is 
contemplated in order to prevent as far as possible the overdevelopment 
of hospital facilities in given localities. 

“3. The establishment of research laboratories which would set up as 
standards proven hospital procedures and conduct various tests to estab- 
lish the comparative value of merchandise used by the hospital field. 

“4. Make available to members the findings of various national associa- 
tions such as the National Laundry Association; also extend the use of 
the information available in the library of the American Hospital Associa- 
tion. 

“5. Study the cost of training of student nurses; determine the value 
of student nursing service to hospitals; also determine whether or not the 
smaller hospitals can economically maintain nurse training schools. 











ih 





March, 1932 NEWS OF THE MONTH Bs 


“6. Establish a permanent legislation committee with a view toward 
the standardization of legislation affecting hospitals in the various states. 

“7. Set up a standard annual report for hospitals and require this re- 
port from all institutional members. This report should be set up so as 
to serve the needs of the American Medical Association, the American 
College of Surgeons, and various governmental bodies, making it unneces- 
sary for hospitals to make up special reports for various organizations 
throughout the year. This would make available at the headquarters of 
the American Hospital Association all general information regarding 
member hospitals and enable the hospital to refer many agencies, from 
whom they are now receiving questionnaires, to the national association. 

“8. A plan of newspaper and magazine publicity should be set up to 
better acquaint the public with the aims, objects, and purposes of the hos- 
pital field and to offset the unfavorable publicity that hospitals have been re- 
ceiving recently in newspapers and magazines. 

“9. The publication of a magazine devoted to the entire hospital field. 
The BULLETIN is an excellent journal but it does not adequately represent 
all hospital activities. The American Hospital Association should have an 
organ which thoroughly represents hospital workers and hospitals, similar 
to the Journal of the American Medical Association and other general 
publications by national organizations. It is difficult to believe that the 
American Hospital Association will ever be able to speak effectively and 
authoritatively to the hospital world without a general hospital journal 
which is owned and controlled entirely by the Association. 

“10. Establish a more thorough plan of securing membership in both 
the national and geographical sections of the American Hospital Associa- 
tion. The number of geographical sections should be extended. There 
should be greater coOperation between the national and geographical sec- 
tions and members should not be accepted by the national association from 
areas where there are geographical sections except through the geographical 
section. 

“We have submitted these suggestions to you merely for the purpose 
of suggesting or guiding our thought toward those things which might 
be helpful to the individual hospitals, however small they may be, and to 
make the relationship between the national organization, the American 
Hospital Association, and the state hospital association a little more inti- 
mate than it is now.” 





+6 

In consideration of the program for the hospitals’ participation in the 
care of the veterans, Dr. Faxon submitted the following resolution, which 
upon motion was adopted: 

RESOLVED, That state and geographical associations obtain the fol- 
lowing data relating to veterans of all wars hospitalized in civil hospitals 
on March 15, 1932: 

1. A list of veterans (name and address) with service-connected dis- 
abilities, and the diagnosis in each case. 
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2. (a) A list of veterans (name and address) with nonservice-connected 
disabilities and the diagnosis in each case. 

(b) In case of more than one diagnosis, indicate if any part of disability 
is service-connected. 


After a full discussion, the remainder of the evening was spent in a 
presentation of subjects suggested in the agenda, and at the close of the 
meeting President Fesler appointed a committee consisting of Mr. John 
G. Norby, Minnesota, Mr. John M. Smith, Pennsylvania, and Dr. R. C. 
Buerki, Wisconsin, to review the discussions and submit a résumé of 
recommendations for the delegates for their several associations. 


Se 

In discussing the first three suggestions of the Ohio Hospital Associa- 
tion, the executive secretary said: 

“Tn the work that goes on in the headquarters office, by the correspond- 
ence that comes back and forth across my desk, I early became impressed 
with the ‘fact that the Association is growing, that it is expanding and reach- 
ing out, and I have been reminded of the story of the father who called his 
sons together and showed them a bundle of sticks which he asked them to 
break. Each son tried his strength, but the bundle could not be broken. 
Then the father separated the bundle and broke them, one by one, very 
easily. 

“The point of this story, as it applies to a meeting such as this, is that 
as we can join ourselves together, centralize our ideas and centralize our 
operations, we become strong, as the bundle of sticks was strong, while 
if we work separately we cannot accomplish as much as individuals or as 
institutions as we can by working in conjunction with each other and as 
a national organization, and it was my thought that if we could bring into 
such meetings as this the representatives of the state organizations and 
learn of the work they are doing, learn in what way we may be failing in 
our service to the hospital field, we could accomplish a great deal. Some- 
where back in my mind is the idea that this group sooner or later can be 
organized not into a House of Delegates, but a House of Presidents, and 
can meet once a year or oftener and bring to each one the exchange of ideas 
that is so much needed in any concerted effort. 

“T realize that all organizations are open to the same suggestions and 
criticism that the American Hospital Association sometimes has to listen 
to, and I realize the justice of it. I believe that any individual member, any 
institutional member, or any organization, geographical section or other- 
wise, has a perfect right and is exercising perfect propriety in asking of 
the American Hospital Association, through the secretary or Board of 
Trustees, “What are you doing to serve us?’ You are entitled to a full 
explanation of what we are doing. It would take an interminable time to 
tell in how many ways we serve our members, both institutional and per- 
sonal, how we serve all those who are interested in hospitals, physicians, 
and nurses; what service we render foundations and other organizations ; 
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and in how many ways we serve the departments of our municipal, county, 
state, and provincial and federal governments. I might tell you rather 
extensively of what we are doing for individual members, of the inquiries 
we answer after exhaustive study. The Association tries to serve you and 
to pass along the information which authorities in the field have made 
available. 


cneepscenceemnenilipi i pcmneseecees 

“There were submitted three things by the Ohio Hospital Association 
delegates, two of which I have been in sympathy with. The first is the 
appointment of a full-time consultant, who would assist individual hos- 
pitals of under one hundred beds. It was recognized that most of this 
would have to be carried on by correspondence, with provision made for 
field work where necessary. Several years ago a committee was appointed 
to survey the field in an effort to suggest a consultant. Several names were 
suggested, and all qualified. Then it came to the matter of budgeting the 
expense. It was the consensus that such a person could not be employed 
for less than $6,000 a year, and that every day he was in the field it would 
cost $20 a day, or $15 if he exercised the strictest economy. The result 
would be an annual expenditure of some $15,000. 

“The next idea was to prevent the overdevelopment of hospital building 
in certain locations. It is a fact that such a service has been available 
through our headquarters office at different times and is available now, 
and over a period of five years several cities, at their request, have been 
surveyed, as extensively as they warranted and with as much care as it 
was possible for the executive secretary to take. 

“The third proposal was the establishing of a research laboratory which 
would set up the comparative value of merchandise. Undoubtedly this is 
a matter of vast importance to all of our hospitals, and after the present 
obligations of the Association are taken care of I think it should be the 
first thing that should be instituted. In its work it would be of far larger 
importance and yield greater returns than any other work we could put 
forth. The Board of Trustees has placed this matter on the agenda of 
activities to be taken up. 

“Tt is due you to know of and be familiar with the finances of the Asso- 
ciation. The yearly income from all sources is approximately $76,000. 
About $10,000 is chargeable against the convention. Our payroll, which is 
very low, is just under $28,000 annually. The expense of publishing the 
Transactions amounts to about $4,500, with some $600 or $700 additional 
(this year it was $850) for mailing the Transactions to each individual and 
institutional member. We have in addition to this the upkeep of head- 
quarters and payments on our indebtedness. In fact the appropriation each 
year amounts to more than the visible income, with the necessity of shaving 
every penny that comes in in order to maintain our credit and pay our bills 
promptly. The American Hospital Association does not owe a dollar of 
indebtedness of any kind except capital indebtedness, consisting of the out- 
standing bonds and the balance on the mortgage. 
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“Over five years ago the Association in its wisdom purchased the prop- 
erty it now owns. It paid for it $125,000. It paid in cash $5,000, all the 
money it then had available, gave a mortgage for $65,000, and sold bonds 
to meet the rest of the purchase indebteduess. They are held almost ex- 
clusively among our own membership. We have held an open market for 
these bonds for those who have desired to dispose of them, and purchased 
them as the money becomes available at par and accrued interest and placed 
them to the credit of the Association as an investment. In addition to the 
bonds that we have purchased in this manner, we have called a total of 
$26,700 of these at different times since they were issued and we have 
reduced the bonded indebtedness of the Association to $21,400, exclusive 
of the Association bonds the Association holds in its treasury. In the 
same period of time we have reduced the mortgage indebtedness to $40,000. 
We have paid off a capital indebtedness over a four-year period of more 
than $40,000. It has been the purpose of the men and women whom you 
have elected as presidents and members of the Board of Trustees of the 
Association during my period of office to clear the Association of its capital 
indebtedness and to turn over intact and for the future use of the hospital 
field a piece of property on Chicago’s Near North Side that is worth $175,- 
000. This is the first step and an important one toward securing an 
endowment for our Association. I am of the opinion that as time goes on 
and as the normal income of the Association is maintained we can, by 
practicing the same economy as we have practiced in the past, entirely 
wipe out this indebtedness, and that the monies which we have applied in 
the payment of our just debts, assumed when we purchased the property, 
may then be devoted to the functions of the Association as they should 
be developed and as has been outlined by the Ohio Hospital Association, 
with which I find myself in consonance to a large degree, as with the other 
representatives of the Associations here assembled. 

“T believe such a program is a good guide for the Board of Trustees 
and for our members for future procedure. The development of the 
Association is one of service. With the widening opportunity that always 
comes with increased income, we can meet the requirements as here out- 
lined successfully and within the income which the Association has pro- 
vided for it. We must first discharge those obligations which we have 
voluntarily assumed and must maintain the good faith and credit of the 
Association. I believe you in this group can be of material assistance to this 
Association and its work by returning to your state associations and giving 
them such good impressions as you may have received of the work we are 
doing for our member institutions, for our individual members, and for 
the hospital field as a whole. In this we ask your hearty cooperation and 
support, always bearing in mind that your President and Board of Trustees 
welcome constructive criticism and that the men and women you have 
selected to guide the Association are anxious to meet your wishes in the 
best way and at the earliest moment it is possible for them to do so.” 
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In closing the conference Dr. George F. Stephens, President-elect of 
the American Hospital Association, said: 

“T am always glad to pronounce the benediction. I am sorry we couldn't 
have got through more of the things. Personally, I was a listener and I 
learned a great deal. My only hope now is that those who have come have 
felt that it was worth while. From the point of view of the Board of 
Trustees it was more than worth while. It was one of the best things we 
have ever done.” 

The value which the presidents and representatives of the associations 
received from the discussions was emphasized by their active participation. 
Their visit to the Association headquarters and the explanation that was 
given them of the work which the Association is doing and of the valuable 
material that is in the hospital library and the extent of its service to the 
hospital field gave them a closer insight into the work of the Association 
than they had ever had. Speaker after speaker, during the conference, 
reiterated the fact that they and their associations represented were the 
American Hospital Association, and that in close codperation with the aims 
and purposes of its service its largest and most useful development would 
result. 

The presidents’ group will be called into conference at the Detroit con- 
vention in September and at that time arrangements will be made for the 
program of the conference to be held in Chicago the following February. 





Why One Hospital Is an Institutional Member of the American 
Hospital Association 


A prominent hospital administrator, at the conference of the Board of 
Trustees and presidents of regional hospital associations, was asked to 
enumerate the advantages to his institution of its membership in the Amer- 
ican Hospital Association. His reply was: 


The question is frequently asked by myself—not by my 
Board of Trustees, What does my hospital receive in the way 
of benefits to warrant retaining the membership in the Asso- 
ciation which we have held for many years? We are number 
2 on the institutional list. 

The unquestioned material benefits obtained by the hos- 
pitals of the United States by reason of the influence and the 
activities of the Association in recent years, such as reduced 
fire insurance rates, lowered tariff, standardization of supplies 
and equipment, and compensation insurance, have meant hun- 
dreds and thousands of dollars to individual institutions. None 
of these have appreciably affected my hospital’s position. In 
Canada we have succeeded in effectively influencing these 
items, but through our own efforts. 
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My hospital remains an institutional member largely be- 
cause we appreciate the ideals of the Association and the effort 
that is being put forth to be of service to hospitals. We wish 
to be fully associated with these ideals and this effort and 
desire to pay our share. We realize that the fee for personal 
membership would entitle me to all the privileges which I 
now enjoy, but a hospital membership compensates the Asso- 
ciation for the cost of affording these privileges which are mine. 

Hospital people above all others should appreciate the differ- 
ence between a partly paid and a fully paid service. 





COMMITTEE ON WORKMEN’S COMPENSATION AND 
LIABILITY OF THE AMERICAN HOSPITAL 
ASSOCIATION 
Minutes of Meeting of Tuesday, February 9, 1932 

The committee met at 11 o'clock on the above date at the Orange 
Memorial Hospital, Orange, New Jersey. 

There were present Messrs. Gatch, Howe and Sutley. The committee 
was especially honored by the presence of President Paul H. Fesler, of 
the American Hospital Association, who made a special trip from New 
York to attend the meeting. 

The chairman reviewed the activities of the past year, with special 
reference to the contact established with the National Bureau of Casualty 
and Surety Underwriters. The committee voted to continue cooperation 
with the Medical Directors’ Committee of the National Bureau as soon 
as mutually convenient. Individual members have agreed to undertake 
certain special assignments preparatory to these conferences. 

It was voted to approve the preparation of a simple manual for the 
guidance of hospital authorities in the handling of accident cases, Dr. 
French, of Los Angeles, having previously agreed to compile such a manual 
if desired to do so by the committee. 

The committee had before it copies of the “Report by the Committee to 
Study Compensation for Automobile Accidents,” sponsored by the Colum- 
bia University Council for Research in the Social Sciences, which has just 
come from the press. This volume of 300 pages is an extraordinary con- 
tribution, dealing with the economic and social aspects of automobile acci- 
dent cases, a subject of vital interest to the hospitals of the country. Jt was 
the opinion of the committee that every hospital should have a copy of this 
report. The application of the principles of workmen’s compensation to 
automobile accident policies, thereby eliminating the factor of negligence 
(which now makes accident policies inoperative in many cases), would be 
of great value to all hospitals in increasing their ability to secure reimburse- 
ment for treatment given to emergency cases. The committee, therefore, 
commends this report to the consideration of all hospital administrators. 
Copies may be secured from Director of the Study, Shippen Lewis, Esq., 

















March, 1932 NEWS OF THE MONTH 11 


Commercial Trust Bldg., Philadelphia, at a nominal cost of $1 per copy. 

The action of the Beekman Street Hospital in New York City, recently 
announced in the hospital journals, by which this hospital has served notice 
upon insurance companies that hereafter compensation cases will be billed 
at the hospital’s cost of approximately $6 a day, was approved by the com- 
mittee in principle, and the recommendation is made that all hospitals adopt 
this policy wherever possible, as a means of securing more nearly adequate 
reimbursement for the services which they are compelled to render to the 
victims of accidents, who are brought to them in their emergency. This 
policy is based upon the recent decision of the New York State Supreme 
Court to the effect that hospitals are entitled to at least actual cost of the 
service, rather than limited to their charitable ward rates. (Reference to 
the above court decision will be found in Modern Hospital, January, 1932, 
p. 116; Hospital Management, January 15, 1932, p. 53.) 

The meeting adjourned at 3:00 P. M. 





The American Hospital Association and Tariff Legislation 

The American Hospital Association is very much interested in the re- 
duction of tariff on all articles used by our hospitals. We believe that 
irrespective of any tariff principle involved the work of our institutions 
is peculiarly charitable in character and that a tax in any form should not 
be placed on charitable enterprise. 

The Association has succeeded rather satisfactorily in the past in pre- 
venting increases in tariffs on hospital supplies of staple consumption and 
in some instances in having the duty removed entirely. 

A bill introduced into Congress by the Honorable Edgar Howard, mem- 
ber of the Third Congressional District, Nebraska, for the purpose of re- 
ducing “existing tariff duties upon table, household, kitchen, and hospital 
utensils, and hollow and flat ware” should meet the unanimous support of 
all our institutions. This bill is H. R. 9488. Our institutions should write 
to Mr. Howard expressing their appreciation of his interest in their wel- 
fare and their thanks to him for sponsoring legislation in the interests of 
our institutions. 

Northwest Hospital Association Meets in Seattle 

With Miss Carolyn Davis in the president’s chair, the Northwest Hos- 
pital Association convened in Harborview Hospital auditorium, Seattle, 
on January 18. General topics included hospital legislation, care of dis- 
abled veterans, hospital records, student nurses’ compensation, social serv- 
ice, and other hospital problems. 

Among the speakers were Mayor Robert H. Harlin; J. W. Efaw, Seattle 
General Hospital; Dr. Frederick Slyfield, president of the King County 
Medical Society; C. J. Cummings, Tacoma General Hospital; Dr. J. Tate 
Mason, Virginia Mason Hospital; and Dr. C. W. Sharples, Seattle General 
Hospital. Dr. H. J. Whitacre, president of the Washington State Medical 
Society, was the principal speaker at the banquet held at the Olympic Hotel. 
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C. J. Cummrincs 


National Hospital Day, May 12 

The chairman of the National Hospital Day Committee, Mr. C. J. Cum- 
mings, has appointed regional chairmen, all of whom have accepted, and 
is planning for the observance of National Hospital Day more extensively 
this year than in previous years. The increase, from year to year, in the 
number of hospitals throughout the continent which take the opportunity 
that this day affords to bring their communities into closer contact with 
them has been phenomenal. The observance of the day has brought to the 
hospitals new friends and a more concerted effort on the part of com- 
munities to support their institutions materially as well as morally. It is 
the one day of the year on which the hospitals break through the hard crust 
of ethical reserve and by means of dignified publicity again call the atten- 
tion of the public to the service they render in caring for more than ten 
million patients each year in their wards and twenty-two million in their 
dispensaries and out-patient services. 

The hospitals have reaped a harvest of benefits through the intimate 
personal contact with their patients, patrons, and friends on National Hos- 
pital Day. 

Among the activities that are suggested for this year for each hospital, 
through its board of trustees and superintendent, are the following: 

1. On or before National Hospital Day each superintendent should 
furnish the press an article on his own institution, introducing the article 
with a résumé of the manner in which the hospitals of the continent serve 
the public throughout the year, the number of patients admitted to their 
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wards, the number treated in their dispensaries and out-patient services, 
and other information of general interest, and then describing the work of 
his own hospital. 

2. Each superintendent should address one or more luncheon clubs at 
their meetings immediately previous to Hospital Day on the subject of 
“The Hospitals of Our Community.” 

3. The hospitals should ask the pastors of the various churches in. their 
community to dedicate their sermons on Sunday, May 8, to our hospitals. 

4. Where opportunity affords, our hospitals should arrange for a broad- 
cast over their radio stations on the subject “National Hospital Day.” 

By a universal promotion of one or more of these suggested activities 
it would not be a difficult thing to give to our hospitals and to the observ- 
ance of National Hospital Day an ethical publicity which would attract a 
much needed support to our institutions. 





Good morning, ladies and gentlemen of the radio audience. This is 
Station N. H. D. broadcasting. Station N. H. D. (for the benefit of new- 
comers) stands for National Hospital Day, which occurs on May 12 of 
each year. (N. H. D. can also stand for No Home Doses, No Helpful 
Donations and No Hospital Depression. ) 

We are in the midst of preparations for the Big Day. Men of vision 
all over the country have agreed and are agreeing to work with us and to 
make hospitals as well known as the Fresh Air Taxicab, for instance. 
Surely they deserve that much recognition. 

Every hospital should open wide its doors this year and welcome the 
public in an “open house” that will long be remembered. 

We stand ready to supply information, inspiration—yes, and perspira- 
tion—before we get through. Write to station N. H. D. now—hereupon— 
today. 

This is an opportunity to let the public know what you are doing. Take 
advantage of the ten years’ experience of your committee and work out a 
program that will make your community say, “We had no idea a hospital 
could mean so much. If anyone in our family becomes sick, that is where 
we'll send him.” 

Use all the good ideas that have been worked out—but, better yet, work 
out some new ones and share them with us. We want to be able to say, 
“Did you hear what they did at Smithville this year? That was a fine pro- 
gram on Hespital Day. Who is the superintendent?’ “Oh, well, no 
wonder. He is a live wire.” 

The public has a right to know what the hospital has within its four 
walls to serve them. They don’t know. It is said, “Light travels at the 
rate of 186,000 miles a second and it hasn’t reached some people yet.” 
It’s your job and mine to open the doors and let that light reach every 
corner of our communities. Here is your opportunity for one day in 
365 to tell the public. What are you going to tell them? How are you 
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going to tell them? When are you going to tell them? Tell them on May 
12. Tell them in every ethical way you and your committee can think of. 
Tell them Nobly, Heartily, Definitely. The main point is, tell them! 
This is C. J. Cummings announcing. 
NATIONAL HOSPITAL DAY CHAIRMEN FOR 1932 
United States 
ALABAMA—Mrs. Jewel W. Thrasher, R. N., Supt., Frasier-Ellis Hos- 
pital, Dothan. 
ARIZONA—Mr. J. O. Sexson, Manager, Good Samaritan Hospital, 





Phoenix. 
ARKANSAS—Mr. Lee C. Gammill, Supt., Baptist State Hospital, Little 
Rock. 
CALIFORNIA—Dr. Leon Wilbur, Supt., San Francisco Hospital, San 
Francisco. 


COLORADO—Dr. Samuel Lilienthal, Ex-Patients’ Hospital (Tuber- 
cular), Denver. 

CONNECTICUT—Col. Walter L. Simpson, Grace Hospital, New Haven. 

DELAWARE—Dr. Samuel Earhart, Med. Dir., The Delaware Hospital, 
Wilmington. 

DISTRICT OF COLUMBIA—Mattie M. Gibson, R. N., Supt., Chil- 
dren’s Hospital, Washington, D. C. 

FLORIDA—J. A. Bowman, Supt., Munroe Memorial Hospital, Ocala. 

GEORGIA—J. B. Franklin, Supt., Grady Memorial Hospital, Atlanta. 

IDAHO—Emily Pine, Supt., St. Luke’s Hospital, Boise. 

ILLINOIS—Clarence Baum, Supt., Lake View Hospital, Danville. 

INDIANA—E. T. Thompson, M. D., Administrator, Indiana University 
Hospital, Indianapolis. 

IOWA—F. P. G. Lattner, Supt., Finley Hospital, Dubuque. 

KANSAS—Rev. L. M. Riley, Supt., Wesley Hospital, Wichita. 

KENTUCKY—Miss Lake Johnson, Supt., Good Samaritan Hospital, 
Lexington. 

LOUISIANA—Basil MacLean, M. D., Supt., Touro Infirmary, New 
Orleans. 

MAINE—T. A. Devan, M. D., Supt., Eastern Maine General Hospital, 
Bangor. 

MARYLAND—Milton W. Gatch, Supt., Maryland General Hospital, 
Baltimore. 

MASSACHUSETTS—Warren F. Cook, Supt., New England Deaconess 
Hospital, Boston. 

MICHIGAN—Margaret Rogers, Supt., Children’s Hospital, Detroit. 











MINNESOTA—Pearl Rexford, R. N., Supt., Northwestern Hospital, 


Minneapolis. 
MISSISSIPPI—W. Hamilton Crawford, South Mississippi Infirmary, 


Hattiesburg. 
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MISSOURI—Mr. E. E. King, Supt., Missouri Baptist Hospital, St. Louis. 

MONTANA—Donna E. Watts, R. N., Supt., Kennedy Deaconess Hos- 
pital, Havre. 

NEBRASKA—F. J. Bean, M. D., Asst. Supt., University Hospital, 


Omaha. 
NEVADA—Ruth Palmer, R. N., Supt., White Pine Co. & Gen’l Hosp., 
Ely. 


NEW HAMPSHIRE—J. A. Hamilton, Supt., Mary Hitchcock Memorial 
Hospital, Hanover. 

NEW JERSEY—Joseph R. Morrow, M. D., Supt., Bergen Pines, The 
Bergen County Hospital, Ridgewood. 

NEW MEXICO—Sister Mary Epiphania, R. N., Superior, St. Mary’s 
Hospital, Roswell. 

NEW YORK—John H. Olsen, Managing Director, Richmond Memorial 
Hospital, Prince Bay, S. I., New York. 

NORTH CAROLINA—G. L. Davis, Duke Endowment, Charlotte. 

NORTH DAKOTA—Mabel Hertsgaard, Supt., St. Luke’s Hospital, 
Fargo. 

OH1IO—Hulda C. A. Fleer, Supt., Aultman Hospital, Canton. 

OKLAHOMA—Mr. George W. Miller, Supt., Morningside Hospital, 
Tulsa. 

OREGON—Mrs. Mildred Lenoir, Supt., Salem General Hospital, Salem. 

PENNSYLVANIA—Pear! E. Parker, R. N., Supt., Pottstown Hospital, 
Pottstown. 

RHODE ISLAND—Harry J. Dunham, Supt., Newport Hospital, New- 


port. 
SOUTH CAROLINA—H. H. McGill, Supt., Columbia Hospital, 
Columbia. 


SOUTH DAKOTA—Mable O. Woods, R. N., Supt., Methodist State 
Hospital, Mitchell. 

TENNESSEE—George D. Sheats, Supt., Baptist Memorial Hospital, 
Memphis. 

TEXAS—Robert Jolly, Supt., Memorial Hospital, Houston. 

UTAH—W. W. Rawson, Supt., Thomas D. Dee Memorial Hospital, 
Ogden. 

VERMONT—Mary A. Baker, R. N., Supt., Henry W. Putnam Hospital, 
Bennington. 

VIRGINIA—Sister Remi Hunt, R. N., Supt., Hospital for St. Vincent de 
Paul, Norfolk. 

WASHINGTON—Cecile Tracy Spry, R. N., Supt., Everett General 
Hospital, Everett. 

WEST VIRGINIA—Dr. J. Ross Hunter, Supt., Mountain State Hospital, 
Inc., Charleston. 

WISCONSIN—M. Ethel Layman, Supt., Bellin Mem’l Hosp., Green Bay. 
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W YOMING—Mrs. Fred W. Phifer, R. N., Supt., The Wheatland Gen- 
eral Hospital, Wheatland. 


Canada 


ALBERTA—Mr. A. T. Stephenson, Chairman, Alberta Hospital Associa- 
tion, Red Deer. 

BRITISH COLUMBIA—A. kK. Haywood, Gen. Med. Supt., Vancouver 
General Hospital, Vancouver. 

MANITOBA—George F. Stephens, Med. Supt., Winnipeg General Hos- 
pital, Winnipeg. 

NEW BRUNSWICK—Ralph H. Gale, Supt., St. John General Hospital, 
St. John. 

NOVA SCOTIA—Miss Gladys E. Strum, R. N., Victoria General 
Hospital, Halifax. 

ONTARIOW—Alice L. Shannette, R. N., Supt., Brockville General Hos- 
pital, Brockville. 

PRINCE EDWARD ISLAND—Miss Anna Mair, R. N., Supt., Prince 
Edward Island Hospital, Charlottetown, P. E. I. 

QUEBEC—John Mackenzie, M. D., Med. Supt., Montreal General Hos- 
pital, Montreal. 

SASKATCHEWAN—H. W. Lewis, Med. Supt., Saskatoon City Hospital, 
Saskatoon. 

NEW FOUNDLAND—Charles E. Parsons, Med. Supt., Notre Dame Bay 
Memorial Hospital, Twillingate. 





ALASKA—Sister M. Xavier, Supt., Ketchikan General Hospital, Ketchi- 
kan. 

PORTO RICO—Miss Helen Howitt, Supt., Presbyterian Hospital, San 
Juan. 

GUAM—Medical Officer in Charge, United States Naval Hospital, Agana. 

VIRGIN ISLANDS—Mr. Axel S. Hanse, Supt., Municipal Hospital, St. 


Thomas. 
HAWAIIAN ISLANDS—George C. Potter, Supt., Queen’s Hospital, 
Honolulu. 


PHILIPPINE ISLANDS—Dr. Fernando Calderon, Med. Dir., Philippine 
General Hospital, Manila. 

YUKON-—Sister Mary Antonia of Jesus, Supt., St. Mary’s Hospital, 
Dawson. 

PANAMA—A. B. Herrick, Med. Dir. and Supt., Hospital Santo Tomas. 
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NEW YORK AND WORKMEN’S COMPENSATION 
INSURANCE 


ONSTRUCTIVE LEGISLATION together with suggested changes in de- 
partmental procedure were the salient features of a preliminary 
report presented to Governor Roosevelt by Howard S. Cullman, 

chairman of the Committee to Review Medical and Hospital Problems in 
Connection with Workmen’s Compensation Insurance. The committee 
appointed by the Governor under date of March 2, 1931, after a year’s 
study of the medical and the hospital problems connected with workmen’s 
compensation insurance, together with public hearings in New York City 
and Albany, has reached certain definite conclusions as a result of special 
investigations, as well as detailed study of the four sub-committees. 

The committee appointed by Governor Roosevelt includes Commissioner 
Frances Perkins, industrial commissioner, Commissioner George Van 
Schaick, superintendent of insurance, Dr. Frederick W. Parsons, commis- 
sioner of the department of mental hygiene, and Commissionet Charles 
Jchnson of the state department of social welfare. Others include Dr. 
Adrian S. Lambert of the Academy of Medicine, Dr. S. S. Goldwater, 
Mr. John B. Andrews, Mr. Vincent Astor, Dr. George F. Chandler, Mr. 
Thomas J. Curtis, Mr. Marshall Field, Mr. Henry Fisher, Mr. Howard 
S. Gans, Dr. Edward A. King, Mr. Max Meyer, Dr. James Alexander 
Miller, and Dr. William H. Ross. A minority report was filed by Mr. 
Charles Deckelman of the Travelers Insurance Company and Mr. O. G. 
Browne of the Self-Insurers, also members of this committee, who do not 
concur with the recommendations of the majority members. 

The preliminary report is subdivided into four divisions relating to hos- 
pital problems, medical problems, departmental procedure, and suggested 
legislation. The committee recommends that hospitals be adequately paid 
for services rendered, in connection with workmen’s compensation cases 
and that the “ward charity rate” was not to be a determining factor. It is 
further suggested that a lien law similar to that in force in the state of New 
Jersey be inaugurated in the state of New York which would simplify the 
problem of third party suits, which have been a continuous source of dis- 
tress both to institutions and to the medical profession. 

Under medical problems, the committee suggests that the scope of the 
Workmen’s Compensation Act be enlarged to cover all occupational dis- 
eases as suggested by a bill presented to the legislature by the Department 
of Labor. The premise that the worker incapacitated by an occupational 
disease is just as much in need of medical care and cash compensation as 
the man disabled by accident is also accepted in New York State in the 
case of twenty-seven diseases. The committee urges the passage of the 
bill introduced in the Senate by Mr. Mastick on this subject. 

The committee further suggests, for the best interests of all concerned, 
that insurance company doctors be excluded from the room when the 
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claimant is being examined by a state doctor so there can be no possible 
question regarding bias or influence. The committee records its disap- 
proval of the practice of lifting cases from one responsible institution or 
from one responsible professional service to another and further recom- 
mends that lifting be prohibited in Section 13 of the Workmen’s Compen- 
sation Act and a penalty be forfeited to the state of New York, ranging 
from $50 to $150 per case. 

The committee has found it most unsatisfactory for the medical records 
in a case to be supplied by the agents of insurance companies and recom- 
mends that these records come from a disinterested party, and further sug- 
gests that a fundamental change be made in the law which would create a 
series of clinics under the supervision and direction of the state. 

The committee further finds that while present methods are not wholly 
satisfactory, it is not in favor of free choice of physicians by patients. It 
suggests, however, that some method be devised by which physicians desir- 
ous of doing compensation work could be rated or licensed according to 
their several qualifications and capacities and suggests this matter be 
referred to the State Board of Regents. 

The committee suggests an increase in the professional personnel of the 
department and recommends that a higher grade of professional service 
might be available for the department if these positions were placed on a 
part-time basis rather than on a full-time basis: It further states that 
stringent regulations would, of course, be needed to preclude the possibility 
of these physicians’ handling any compensation work outside the de- 
partment. 

An increased clerical staff, due to the growth of the Department of La- 
bor, is also suggested and a higher rate of salaries. Great inconvenience is 
at present caused by clerical delays due to insufficient help and to the fact 
that many competent clerks forsake the department for better paid posi- 
tions. 

The committee recommends total disability be interpreted to mean that 
a man is unable to return to the occupation in which he was engaged when 
he was injured and should be compensated until he can resume that work. 
If in the meantime he earns something with light work, that amount should 
be deducted and he be paid only the balance. 

The committee recommends that in view of the fact that certain baffling 
and highly specialized medical problems could best be solved by a group of 
unbiased experts, a Supreme Court of Review on medical questions be 
established. Plans for such a body should be formulated by a highly tech- 
nical group whose appointment is recommended. 


The following suggestions on this subject are submitted: 

Panel of 75 men te be selected as a medical commission; medical 
questions could be submitted to three or five of this committee, both 
sides being bound by its decisions. 





A 
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B—This body could be used whenever desired by either party for deci- 
sions on a purely medical matter. 

C—It would be essential to have the panel of outstanding ability to 
obviate any claim of chicanery. Either the claimant or the other dis- 
satisfied party could demand examination and determination by a 
majority of three or five selected to make the examination. 

D—Whether the judges should be recompensed on a “case,” “time,” or 
“salary” basis is important; a method should be devised whereby 
the expense should not be unduly increased. 


99 66 


Departmental Procedure 

In view of the distress caused by claimants by seemingly needless re- 
views, the committee recommends for favorable consideration the Act to 
amend the Workmen’s Compensation Law in relation to appeals. The 
committee favors the bill introduced into the Senate at the request of the 
Department of Labor and suggests a fine of $50 instead of $10 be sub- 
stituted. 

The committee suggests that in view of repeated claims at public hearings 
that claimants were discharged while still requiring medical treatment, a 
department be instituted under the supervision of the Department of Labor 
where, as a matter of right, a claimant might go for examination. The 
committee recommends that suitable examination rooms be provided in 
every city either by the use of public buildings or by other means. In 
rural communities, the county should supply proper examination rooms 
connected with the hearing rooms. If this is not feasible, automotive equip- 
ment with adequate facilities should be used. 

The committee recommends some change in the law whereby a man 
injured while working for an uninsured employer will not become a bur- 
den to society because of his employer’s failure to comply with the law. 


Legislative Proposals: The appended bills to the preliminary report in- 
clude— 

1. The elimination of requirement of “authorization” by the employer 
in cases treated by charitable or municipal hospitals. 

2. The specification of the right of charitable or municipal hospitals to 
cover the reasonable cost of services rendered, as distinguished from 
“ward charity” rates. 

3. As subsidiary to 1 and 2, the definition of “charitable” and “munic- 
ipal” hospitals. 

4. The elimination of the right of carriers or employees to be repre- 
sented at the physical examination of the injured employees. 


As chairman of the committee on medical problems, Dr. Adrian S. Lam- 
bert, together with other members of the general committee, has filed a 
special memorandum dealing with insurance company clinics. This com- 








20 BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


mittee expresses a general disapproval of insurance companies’ maintain- 
ing and operating clinics for the following reasons: 


1. It has encouraged the practice of lifting cases, as defined elsewhere in 
this report. 

2. It has resulted in having medical records of the case in any con- 
troversy emanate from a doctor who is employed by one of the in- 
terested parties to the suit, which has engendered in the mind of the 
injured person that his case has been adjudicated on biased testimony. 

3. It has caused inconvenience and annoyance to patients through the 
inaccessibility and remoteness of these clinics. 

4. It has given to insurance companies an opportunity of refusing to 
continue compensation unless the patient consents to attend such 
clinics. 

5. It has fostered the conviction among hospitals, physicians, and those 
injured in labor that the prime object of the insurance companies is 
pecuniary gain and not the welfare of the patient and in this respect is 
against the spirit in which the Compensation Law was enacted. 


Governor Roosevelt advises that he would recommend the continuance 
of the committee and would move to at once ask the New York legislature 
to take action in accordance with the recommendations of the committee. 


His statement reads: 


“T am most gratified at the report of the Committee to Review Medical 
and Hospital Problems, in connection with Workmen’s Compensation In- 
surance, that has given a year’s study and research to the problems affect- 
ing those injured in industry. I heartily concur with the findings of the 
committee that it was not the intent of the law directly or indirectly that 
the public or charity should bear the burden of the cost, the intent being 
that this was a proper and due obligation of industry. I further feel that 
the respective recommendations of the committee will do a great deal to 
eliminate the many misunderstandings in the operation of the law and will 
tend to attract a higher grade of professional service for the benefit of 
those injured in industry. 

“T am most grateful that a committee of experts has given unsparingly 
of its time and thought during the past year to suggest remedial meas- 
ures and legislation for the benefit of labor. I shall transmit the report of 
the committee at once to the legislature of the state of New York and trust 
it will receive their careful study and that it may result in legislation so 
that the Workmen’s Compensation Law in the state of New York may be 
a model not only as to theory but also as to actual operation.” 


——¢09¢——___ 
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Hospitals and Their Bills Payable 


The present financial situation has added greatly to the burdens of all 
our institutions. It has caused them to exercise the greatest possible 
economy in the purchase of their supplies and in the maintenance of their 
salary lists. Hospitals have long had the reputation of meeting their obliga- 
tions as promptly as possible, and the business relations between the insti- 
tutions and the concerns which furnish them with supplies have been 
invariably friendly. 

The supply houses without exception have been indulgent in granting 
long credits to our institutions when necessary and in extending every 
courtesy credit consistent with good business policies. This has been made 
possible by the good faith with which all of our institutions have met their 
obligations. The result of this very satisfactory condition of the past has 
enabled the concerns from whom hospitals make their purchases to sell 
their products on a very low margin of profit and at equable prices. 

Hospitals should continue to conduct their business at present and in 
the future as they have in the past—on a high ethical plane. To request 
the settlement of accounts due to the supply houses on a basis of from 
25 to 50 per cent discount is strikingly unfair, and is asking them to accept 
in payment of their accounts a sum much less than the cost of the supplies 
furnished. 

This practice would be ruinous not only to the hospital credit but to their 
business friends and would eventually result in putting many of them 
out of business entirely. 

No business legitimately conducted can operate by accepting discounts 
of such proportions upon their bills receivable. 





Nosokomeion 


A hospital magazine which has attracted the interest of the hospital field 
is the official organ of the International Hospital Association—Nosoko- 
meion. This periodical covers the hospital literature all over the world. 
Among its contributors and collaborators are some of the best known peo- 
ple engaged in hospital administration and public welfare work. Practically 
all of them are of international reputation. Its editorial staff contains such 
names as: A. Gouachon, Lyon, France; R. H. P. Orde, London; W. Alter, 
Diisseldorf; E. H. L. Corwin, New York; and René Sand, Paris. 

It is a well bound volume of 700 pages, issued quarterly, printed in 
English, French, and German, and its pages are filled with the contributions 
of leaders in their respective fields. 

This very interesting publication should be in the library of every hos- 
pital superintendent. Its subscription price is $3.00 per year and by a 
special arrangement a payment of $5.00 will secure the combined sub- 
scription to this worthwhile hospital publication and a membership in the 
International Hospital Association, of which Dr. René Sand is president. 
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State Meetings in March and April 


Three large state hospital associations will hold their annual conferences 
in March. The Iowa Association will meet in Sioux City on the 10th and 
11th, the Ohio Association in Akron, March 15 and 16, and the Hospital 
Association of Pennsylvania in Pittsburgh on the 15th, 16th, and 17th. 
The programs that have been prepared should attract to these conferences 
every hospital superintendent and everyone who is interested in hospital 
associations. 


THE MEMPHIS MEETING OF THE ARKANSAS, KENTUCKY, AND 
TENNESSEE HOSPITAL ASSOCIATIONS 


One of the most prominent hospital conferences of the year will be held 
in Memphis on April 18 and 19, when the state hospital associations of 
Arkansas, Kentucky, and Tennessee hold their first joint conference as 
guests of the Tennessee Hospital Association. This meeting is attracting 
the attendance of hospital people from all over the South and in addition 
to the states above mentioned, invitations have been forwarded to the 
state associations of Louisiana, Mississippi, Alabama, Georgia, and Florida 
to send their representatives. 

The program committee is arranging a well balanced and interesting 
program. Those who are to discuss the questions presented are represen- 
tative hospital people. Memphis is ideally suited by reason of its location, 
hotel accommodations, and railroad facilities for a meeting of these south- 
ern state associations and this conference will be well attended. 

The important problems that are confronting hospitals today can best 
be solved by open discussion in group meetings of hospital workers. These 
conferences are invariably characterized by the participation of the leaders 
in hospital thought in their respective states. Problems of special interest 
to the hospitals within the boundaries of each state are emphasized, dis- 
cussed, and in many instances solved. 

Attendance at hospital meetings so far this year has been larger than in 
any previous year, and the results obtained have been proportionately 
valuable. No one should miss the benefits of attendance on the state and 
national association conferences. 





A Practical Philanthropist 
Dr. Daniel L. Miller, one of Indiana’s pioneer physicians, left $4,000 
to be invested in securities. He directed in his will that for twenty years 
the income from this investment should be used for providing Christmas 
dinners for needy children in his home city, and at the expiration of that 
time the principal should go to the Goshen Hospital to assist in paying the 
hospital expenses of the sick poor. 











NEW BUILDINGS AND CONSTRUCTION 


Alabama 
Mobile-——New buildings to cost about $300,000 will be constructed at 
the U. S. Marine Hospital, to include extension of the main hospital build- 
ing, nurses’ quarters, officers’ quarters, etc. 
Colorado 
Pueblo.—Bids have been opened and a new $50,000 dormitory will soon 
be erected at the Colorado State Hospital. 
Connecticut 
Hartford—A new nurses’ residence, with accommodations for more 
than two hundred, has just been completed at St. Francis’ Hospital at a 
cost of $300,000. 
Illinois 
Chicago.—The John B. Murphy Hospital has opened the Murphy Clinic 
for the care of the worthy sick poor. 


Kentucky 





Ashland.—Formal opening of the new three-story wing of the King’s 
Daughters’ Hospital was held February 18 and 19. 


Louisiana 
New Orleans——The Lapeyre Miltenberger convalescent home, to be 
built as a part of Charity Hospital, will be a seven-story building and will 
cost $600,000. Weiss, Dreyfous & Seiferth are the architects. 
Minnesota 
Minneapolis—Construction of another wing on the University Hos- 
pital is being considered as the next step in the building program for the 
medical group after the nurses’ home is completed. 
Montana 
Helena—The new unit of St. Peter’s Hospital, the Conrad Kohrs 
Memorial, is completed and dedication services were held several weeks 
ago. 





New Mexico 
Springer.—A new hospital, under the direction of Dr. L. A. Thompson 
and Dr. F. C. Diver, was opened for reception of patients on February 1. 
New York 
Brooklyn.—Construction of five new buildings at the Brooklyn State 
Hospital is under way. Three of them are expected to be completed by 
September, and the entire building program will cost more than one mil- 
lion dollars. 
The new Evangelical Deaconess Hospital was dedicated on Sunday after- 
noon, February 7. Judge Edward A. Richards was the principal speaker. 


ae 
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Pennsylvania 


Cresson.—Contracts have been awarded for the erection of several build- 
ings at the Pennsylvania State Sanatorium, at an estimated cost of $50,000. 
Erie.—St. Vincent’s Hospital plans the erection of a 100-bed addition, to 
cost $400,000. Building will start probably by the middle of the year. 
Norristown.—Ritter and Shay, of Philadelphia, have drawn plans for 
an admission building for the Norristown State Hospital. 
Wernersville—Bids have been received for the erection of a group of 
buildings at the Wernersville State Hospital. 
South Dakota 
Sisseton—The Sisseton Hospital, occupying a new building, is open for 
reception of patients. 
Texas 
Galveston.—The new State Psychopathic Hospital, recently completed, 
will be dedicated on March 5. 
Wisconsin 
Reedsburg.—tThe city of Reedsburg, by recent vote, will build a hospital, 
which will cost about $70,000. 
Ontario 


London.—St. Joseph’s Hospital has opened its newly completed 115-bed 
wing. 





BENEFACTIONS 


Kansas 
Little River—rThe estate of George M. Hoffman provides a fund of 
$60,000 for the Hoffman Memorial Hospital, built and donated to the city 
before his death, the income of which is to be used for maintenance. 


New Jersey 


Dover.—Dover General Hospital will receive $100,000 from the estate 
of Paul Guenther. 
New York 


Brooklyn.—Almost the entire estate of Helen M. W. Swan, who died 
several years ago, is to go to Presbyterian Hospital. It amounts to more 
than one million dollars. 

The will of Mrs. Albertine C. Aikman leaves $500,000 to the Church 
Charities Foundation for an addition to the foundation’s hospital, which 
will be known as the Aikman Memorial for incurable patients. 

New York City—The New York Polyclinic Hospital receives $10,000 
under the will of Elmer A. Darling. 

The sum of $10,000 has also been bequeathed to the Woman’s Hospital 
by the late Dr. J. Riddle Goffe, 
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The Knickerbocker and Manhattan Eye, Ear, and Throat hospitals are 
to receive $10,000 each under the will of Alfretta H. Gardner. Manhattan 
Eye, Ear, and Throat Hospital receives a further sum of $10,000 from the 
estate of James Brentano Clemens. 

Ohio 

Clallicothe.-—The will of Mrs. Elinor McKell Mayo, late of Los An- 

geles, leaves $35,000 to the Chilliccthe Hospital for a children’s ward. 
Oregon 

Marshfield —A bequest of $90,000 is made by the will of John S. 
Gray to Wesley Hospital. 

Pennsylvania 

Philadelphia—The Pennsylvania Hospital is to receive the residuary 
estate of the late Alexander J. Derbyshire, which amounts to approximately 
$3,000,000. 

Presbyterian Hospital receives $20,000 from the estate of Mary E. 
Joralemon, Ardmore, Pennsylvania. 

The sum of $5,000 was bequeathed to the Episcopal Hospital by the 
late Lillie M. Madeira. 

Texas 


San Angelo—A fund of almost $2,000,000 has been left by the late 
Mrs. Margaret A. Shannon for the establishment of the Shannon West 
Texas Memorial Hospital. The present San Angelo Hospital will be 
purchased. 





--0-———— 
Florida Hospital Association 


The Florida Hospital Association met February 1 and 2 during the dis- 
trict sessions of the American College of Surgeons, in Jacksonville. It was 
probably the best attended meeting in the history of the association. There 
were some forty-five hospitals of the state represented, and those who 
attended the sessions of the convention from other states were Dr. Bert 
W. Caldwell, Dr. Malcolm T. MacEachern, and Mr. Robert Jolly. 

Among the hospital problems which were presented for discussion were 
the care of our disabled veterans, the organization of the dietary depart- 
ment, the functions and purposes of social service departments, and the 
work of record librarians. 

The work of the Florida Legislative Committee was of particular inter- 
est. During the year they had prepared several bills affecting hospitals for 
introduction into the state legislature. 

Dr. Walter A. Weed, Morrell Memorial Hospital, Lakeland, was elected 
president, and Mr. Fred M. Walker, Duval County Hospital, Jacksonville, 
executive secretary for the coming year. 











PERSONAL ITEMS 


Dr. Karl H. Van Norman has been appointed superintendent of the 
Harborview Hospital, Seattle. 

Dr. John C. Mackenzie, acting superintendent of the Montreal General 
Hospital for some months, has been appointed general superintendent of 
the hospital. 

Bess C. Hornbeak is superintendent of the Seaside Hospital, Long Beach, 
California. 

Sister St. Beatrice has been appointed superintendent of the Oak Park 
(Illinois) Hospital. 

Samuel G. Ascher has resigned as executive director of the Brooklyn 
(New York) Jewish Hospital. 

Dr. Edleston H. Cooke has resigned the superintendency of the Alberta 
Provincial Mental Hospital at Ponoka, which he has held for twenty years, 
to take up the private practice of medicine. Dr. Charles A. Baragar is 
acting superintendent there. 

Dr. E. F. Franklin has been named general superintendent of the Metho- 
dist Hospital of Fort Wayne, Indiana, succeeding Miss Clara Sanks. 

Miss Mabel Clendenen, superintendent of the Bradford (Pennsylvania ) 
Hospital for the past three years, has resigned. 


Miss Margaret Collins has resigned as superintendent and head nurse of 
the Bothwell Memorial Hospital, Sedalia, Missouri. 


Miss Anna Enge is to be superintendent of the new Stevens County Hos- 
pital at Morris, Minnesota, when it is opened. 

Mrs. Genevieve Hilger is the new superintendent of the Decorah (Iowa) 
Hospital, to succeed Miss Christine Hoyme. 

Miss O. Samuels succeeds Miss Edna Patterson, who resigned recently, 
as superintendent of the Decatur County Memorial Hospital, Greensburg, 
Indiana. 

Elizabeth Nichols continues as superintendent of the Nichols 
Memorial Hospital, Battle Creek, Michigan. Miss Violet Hoar’s ap- 
pointment was as instructor of the training school, and not as super- 
intendent. 

Miss Doris Smeltz has been selected superintendent of the New London 
(Ohio) Hospital to succeed Mrs. Alma C. White, resigned. 

Miss Emma Stoll has tendered her resignation as superintendent of the 
Clay County Hospital, Brazil, Indiana. 


26 
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Coming Meetings 

Iowa Hospital Association, Sioux City, March 9-10. 

Ohio Hospital Association, Akron, March 15-16. 

Hospital Association of Pennsylvania, Pittsburgh, March 15-17. 

Louisiana Hospital Association, Pineville, April 8. 

Texas Hospital Association, Dallas, April 8-9. 

American Nurses’ Association, San Antonio, April 11-16. 

National League of Nursing Education, San Antonio, April 11-16. 

Joint Meeting of Arkansas, Kentucky, and Tennessee Hospital Associa- 
tions, Memphis, April 18-19. 

Southern Methodist Hospital Association, Memphis, April 20-21. 

Joint Meeting of Illinois, Indiana, and Wisconsin Hospital Associations, 
Chicago, April 27-29. 

Hospital Association of New York State, New York, May 5-7. 

New Jersey Hospital Association, Atlantic City, May 13-14. 

American Medical Association, New Orleans, May 9-13. 

Joint Meeting of North Carolina, South Carolina and Virginia Hospital 
Associations, Richmond, Virginia, May 17-19. 

Michigan Hospital Association, Flint, May 17-18. 

Minnesota Hospital Association, St. Paul, May 23-25. 

Western Hospital Association, Salt Lake City, June 14-16. 

Catholic Hospital Association, Villanova, Penn., June 21-24. 





———-#6¢ 
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Scanlan-Morris Company research hes 
develops new conveniences for the progressive 
hospital. Secure our latest data on modern 
sterilizers . . . surgical furniture ... operating 
tables to meet every need of the surgeon. 
SCANLAN-MORRIS COMPANY 

The “WHITE LINE” 
Madison, Wisconsin, U. S. A. 


Chicago St. Louis 
New York 














High pressure dressing sterilizer, elect 
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Hospitals and the Manufacturers’ Sales Tax 


Hospitals are materially interested in the proposed sales tax intro- 
duced by the Ways and Means Committee of the House of Repre- 
sentatives for the purpose of raising governmental revenues. Under 
its provision the manufacturers’ sales tax of 244% is levied upon all 
sales. Converted into aggregate figures this sales tax would amount 
to 2%4% of $600,000,000 worth of foodstuffs, medical and surgical 
supplies, equipment, and furniture which the hospitals purchase an- 
nually, or $15,000,000 each year. 

While the bill was in course of preparation and before its intro- 
duction into the House of Representatives, the American Hospital 
Association asked that the hospitals be exempt from the provisions 
of the manufacturers’ sales tax. Its plea was presented to each mem- 
ber of the Ways and Means Committee and to many members of the 
House of Representatives not members of that committee. Favorable 
consideration was given to a part of the plea and food supplies have 
been exempted. There is excellent prospect that medical and surgical 
supplies and instruments and hospital furniture and equipment will 
be further exempted. The Association is making every effort to save 
the hospitals this added burden. 


» 


The following letter was written to the Honorable Charles R. 
Crisp, Acting Chairman of the Ways and Means Committee: 


HONORABLE CHARLES R. CrIsP 
House or REPRESENTATIVES 
WasHINcTON, D. C. 

My dear Judge Crisp: 

The Board of Trustees of the American Hospital Association, who repre- 
sent 1,600 hospitals throughout the United States, with an aggregate of 400,000 
beds, respectfully asks your personal consideration and the consideration of the 
members of the Ways and Means Committee in the United States House of 
Representatives, of their earnest plea that the hospitals of the United States 
be exempted from the provision of the manufacturers’ sales tax on all medical 
and surgical supplies and equipment, and all food supplies purchased for their 
use, and from any provision of the proposed income tax. 

Hospitals are peculiarly a charitable effort financed in both construction and 
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operation by taxes or by gifts from philanthropically inclined people. Sixty 
per cent of all hospital disbursements, including tax-supported hospitals, go for 
the care of the non-paying or indigent patient. Fifteen per cent are direct 
contributions from community chests, philanthropists, and charitable organiza- 
tions other than hospitals, and only twenty-five per cent of the cost of operation 
of our hospitals in the United States is paid by patients who enter the wards. 

Further, in normal times there is not one hospital out of one hundred that is 
able to maintain itself and sustain its usual effort for the care of charity 
patients, that is able to square i<s disbursements with its income. Under pres- 
ent conditions, with the charitable load imposed upon hospitals increased by 
fifty per cent over normal times, there are few hospitals in this country that 
are not facing financial disaster. 

The amount of charity which they do is only in a small part paid for by 
cities, counties, or municipal political divisions, except in those hospi.als which 
are operated and owned exclusively by them. 

The hospitals have no choice but to care for every patient who comes to 
their doors, without the consideration of whether the patient is able to pay for 
his care or not. They do this generously, efficiently, and without limit. 

I am going to presume upon our acquaintance during the War period in add- 
ing my personal plea to the plea of our hospitals everywhere. I feel confident 
that you will accept the statements I make in this letter as being well founded 
and as representing the actual conditions, so far as hospitals are concerned. 
We appreciate the necessity for increased revenue for the Government and are 
very reluctant to make any suggestion of exemption for any reason. There is 
no selfish motive, so far as hospitals are concerned, in making this request. 
They are doing it purely with an altruistic purpose and with the thought that 
any contribution made in this manner is distributed throughout the country, not 
to the hospitals particularly but to the 7,000,066 charity patients who enter and 
are cared for in hospital wards each year. 


Very respectfully yours, 
(signed) Bert W. CALpweE Lt, M. D. 
Executive Secretary 

The Association is led to believe that favorable consideration will 
be given to its requests for exemption. In the event that the bill in- 
troduced passes the House without the exemption the plea will be 
emphasized when the bill comes up for consideration by the Senate. 
Hospitals are particularly interested in this legislation as it directly 
affects the finances of each one of them and in every way possible 
should bring to the attention of the members of Congress their 
objection to this tax upon charity. 

As we go to press we receive the following letter from the Hon. 
Edward E. Eslick, of the 7th Congressional District (Tennessee) 
and a member of the Ways and Means Committee. Mr. Eslick 
encourages us in the belief that our efforts to secure the exemption 
of hospitals from the provisions of the manufacturers’ sales tax, as 
well as the income tax, will be successful. 
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EDWARD E. ESLICK Ways AND Means COMMITTEE 
7th District Tennessee 
CONGRESS OF THE UNITED STATES 
ts Nias House of Representatives 
PuLaski, TENNESSEE Washington, Dp. ¢. 


Marcu 21, 1932 


Dr. Bert W. CALDWELL 
18 East Division STREET 
CuIcaco, ILLINOIS 

Dear Dr. Caldwell: 

I have your letter of March 19th. I note what you have to say on the sales 
tax applying to hospitals and likewise the income tax. Speaking off-hand I am 
sure the income tax does not apply to hospitals unless there is private profit, and 
I am inclined to think that the exemptions in the sales tax bill apply to hospi- 
tals, but I do not think you need to be in the least uneasy for the entire sales 
tax item, as now embraced in the Revenue bill, will go out. 

Sincerely, 
(signed) Ep Estick 





The Frank E. Chapman Memorial 


The Ohio State Hospital Association at its annual convention on 
March 15 adopted a resolution that will receive the universal sup- 
port of hospital executives and of all other hospital people who are 
interested in the training of our executives. By resolution the state 
association pledged itself to codperate with a committee consisting of 
Rev. Maurice F. Griffin, Dr. A. C. Bachmeyer, and Mr. Guy J. Clark 
to create a memorial to the late Frank E. Chapman, who was cne of 
the ablest hospital executives in this country and who, at the time of 
his death, was director of the University Hospitals, Cleveland. 

The memorial will be in the form of an endowment of $10,000, 
contributed by the friends and associates of Mr. Chapman, which 
will constitute a revolving fund to assist students in hospital adminis- 
tration. The grant will be made to those candidates of the commit- 
tee’s selection to assist them in financing their training at one of the 
group of hospitals which the committee will approve. 

Frank Chapman, during his life-time, contributed as much as any 
other executive to the proper training of hospital administrators. In 
more than one sense he was an educator who took a pride and a 
pleasure in the results of his teaching. This memorial to his life and 
to his work interprets better than in any other way what Frank 
Chapman’s wishes would be if he were able to voice them. It will 
continue, in the finest possible manner, the work which he initiated 
during his life-time. 
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The Hospital Directory 

Under the direction and the supervision of the American Hospital 
Association, The Midwest Company, Minneapolis, Minnesota, will 
prepare and publish a hospital directory that should be of great value 
to all who are interested in the hospital field. Work on the book has 
already been started. James Clark Fifield, editor of The American 
Bar and American Physicians and Surgeons, will also be the editor 
of American Hospitals—the selected title for the new directory. 

In its meeting of December 7, 1931, the Board of Trustees of the 
American Hospital Association, after careful consideration of the 
proposition submitted by The Midwest Company, voted to cooperate 
with the publishers in the compilation of a hospital directory. Ac- 
cording to agreement, The Midwest Company assumes all the expense 
involved in the publication of the book, and it is strictly understood 
that the volume shall be entirely free from advertisements, and that 
all remuneration shall come from a sale of the book at a reasonable 
price. The publishers were thoroughly investigated, and it was found 
that the company is one of high repute and financial responsibility. 

The directory will contain data on reputable hospitals of the various 
classifications as to type throughout the United States and Canada. 
In addition it is planned to devote sections in American Hospitals 
to biographical sketches of people in the hospital field; to information 
concerning hospital architects; to data on charitable foundations; to 
digests of the histories of the American Hospital Association, the 
Catholic Hospital Association, the American Protestant Hospital As- 
sociation, the American Sanatorium Association, ete. 

The material for American Hospitals is to be gathered by means 
of questionnaires and letters of inquiry sent directly to those persons 
best able to supply the desired information. The questionnaires are 
now being prepared from suggestions submitted by prominent hos- 
pital executives as to what information the sketches in .dmerican 
Hospitals should give to be most valuable for reference purposes. 

When asked regarding the time set for the publication of the direc- 
tory Peter Sletterdahl, representing The Midwest Company, stated 
that questionnaires and letters of inquiry would begin to go out 
systematically about the middle of April and that the promptness of 
the responses would largely govern the date on which the book will be 
published. “However, in view of the fine spirit of codperation 
already expressed in a tangible way by hospital executives,” he said, 
“Wwe ought to have the directory off the press some time next Fall.” 
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The Hospital as a Community Asset’ 


By Watter L. Brerrinc, M.D. 


Des Moines, lowa 


HE CARE OF THE SICK through all the ages has been the index 

of the progress of human civilization. It is a far cry from the 

ancient temples of healing to the modern hospital of this day, 
yet it likewise forms a measure of advancing medical thought and 
the practice of the art. 

There have been three periods' when hospitals have reached a 
relatively high stage of development: in ancient India, in medieval 
Europe, and in recent times in the United States and elsewhere. 

We learn about the first period from ancient Hindu books of the 
laws pertaining to hospitals.” ‘‘Each village was to construct, under 
the direction of the health officer, a well ventilated, strong building 
protected from dust, winds, smoke, noises, and odors. There were 
to be rooms for the care of the bedding, kitchens, and an operating 
room to be clean and bright with an open fire on which the men 
attendants could pour sweet smelling lotions to keep the devils from 
entering wounds.” Perhaps germs were meant. 

“The surgeon must be rapid and strong and must not converse 
or utter exclamations. His attendants must give him whatever he 
might need—cotton, linen thread, dressings, melted butter, oils, 
honey, stimulants, or salves. He had his choice of 125 different in- 





struments. He must perform the operation only under a favorable 
constellation and with suitable prayers. Drugs that produced _in- 
sensibility were used, and the patient was not allowed to eat much 
during the days preceding the operation. He was immediately re- 
freshed with cold water and fanned. 

“All doctors were required to dress in white, to carry a cane 
or umbrella, and to be accompanied by a slave. Every detail of 
the equipment of the hospital was enumerated: vessels of all sizes, 
soft beds and pillows, white sheets, plasters, salves, brooms, herbs, 
and medicines. ‘There must be gardens in which to raise herbs. 
There must be skilled, kind attendants to bathe and massage, and 
musicians to play, recite legends, and divine the patient’s desires by 
looking at his face.” 

Money for hospitals was obtained by a tax on every rupee of the 
gain of the merchants. 

In view of the period of antiquity when these laws prevailed we 


1Read before the Iowa Hospital Association, Sioux City, March 9, 1932. 
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must marvel at the wisdom and foresight displayed by these ancient 
peoples. It seems well established that the ancient Hindus _ per- 
formed almost every major operation except ligation of the arteries. 
Drugging with Indian hemp or henbane (‘“‘tabannuj”—hyocyamus) 
was also common among them and the later Arabs.* 

It is interesting to note among these ancient records that inocula- 
tion for smallpox had been in use “among the Hindus from time 
immemorial.” The variolous matter on cotton was applied with 
prayers, and when the fever began the patient was laid on a mat 
outdoors. 

Egypt was far behind India in the development of her hospitals. 
At first the sick were laid in the busiest parts of the Egyptian town 
so that passers-by, if they had had the same ailment, would stop and 
give them advice. 

In Babylonia there was even a law compelling passers-by to 
stop. We might comment that this would not be necessary to- 
day. Later the sick gathered in the temples so that the priests 
could interpret their dreams and tell them what the gods advised. 

In Heliopolis, where Mary and Joseph were said to have rested 
during their flight, there was a temple where Isis, the noon goddess, 
taught men, in their dreams, how to heal. 

Later, priests held clinics in the great stone temples whose walls 
were then a blaze of colored bas-reliefs, representing some of the 
finest art of the period. In one temple the word “laboratory” was 
found written above a door of a room, and “birth house” over 
another. 

Strangely enough, as early as the Fourth Century B. C. there were 
hospitals in Ireland, far from the influence of the more civilized peo- 
ples. The Irish princess Macha established one that she called the 


’ 


“House of Sorrow,” and the laws of the time required that it should 
be ‘free from debt, dogs, fools, and female scolds. There must be 
a stream of water flowing under the middle of the building and any 
patient can bring his mother with him.” Ireland at this time lacked 
the medical knowledge of the classic peoples. 

As in Egypt, hospitals in Greece and Rome were, first, only a room 
in the temple where one had propitious dreams for the inspired oracle 
to interpret. The temple of A“sculapius, Apollo’s son, was the most 
famous. The sick made pilgrimages to this temple and brought any 
offering that they could afford, and on its pillars may still be seen 
accounts of the diseases and cures and incantations that were left for 
the benefit of future generations. 
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ow THE CHIEF GLoRY of medieval medicine was undoubtedly in 
the organization of hospitals and sick nursing, which had its origin 
in the teachings of Christ. While the germ of the hospital idea may 
have existed in the ancient Babylonian custom of bringing the sick 
into the market place for consultation, the spirit of antiquity toward 
sickness and misfortune was not one of compassion, and the credit 
of ministering to human suffering on an extended scale belongs to 
Christianity. 

The Asclepeia and other pagan temples were closed by the decree 
of Constantine, A. D. 335 and, very soon after, the movement of 
founding and building the Christian hospitals went forward, in which 
Helena, the mother of Constantine, is said to have played an active 


part. 

The great medieval hospital movement was initiated by Pope 
Innocent III in 1198 which has received the just encomiums of 
Virchow. He sent for Guy of Montpellier, who was the head of 
the best hospital in Europe on the shores of the Mediterranean, to 
help build the Santo Spirito hospital in honor of the Holy Ghost. 
This hospital was completely destroyed by fire in 1922, but was in 
use until a few years before that time. Bishops visiting Rome in- 
spected it and were told to go and found hospitals like it, with the 
result that by the year 1400 every European city of five thousand 
inhabitants or more had its hospital modeled after the Santo Spirito. 
Another circumstance which greatly aided the city hospital move- 
ment was the immense growth of leprosy in the Middle Ages. The 
number of these leprosaria, as they were called, was extraordinary, 
it being estimated that there were some nineteen hundred of them 
in Europe during the Thirteenth Century. About the beginning of 
that century, the hospitals began to pass from the hands of the 
ecclesiastical authorities into those of the municipality. Hospital 
construction attained its height in the Santo Spirito plan and were 
“monuments as famous and as architecturally beautiful as any that 
have been built in recent years.” 

To prevent contagion the hospital was often built beyond the city 
walls, and either over or near a stream. Thus there were hospitals 
along the Seine, the Tiber, the Rhine, the Danube, the Thames, and 
one at Prague on the Moldau near the palaces of the old Bohemian 
Kings. 

The prominent English hospitals of the medieval period were St. 
Bartholomew’s of London, founded in 1137 by Rahere, a court jester, 
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the famous “Old Barts” of London today, St. Mary’s Hospital, 
founded in London in 1197, and St. Thomas, founded by Peter, 
Bishop of Winchester in 1215. 

There is a flavor of romance clinging to the names of a great 
many of our modern hospitals, because it has long been the custom 
to choose a name for a hospital from the roll of famous hospitals 
or nursing orders of the past, especially the medieval past, and 
interesting traditions still cling to the history of the names of St. 
John of Jerusalem, Knights of Malta, St. Elizabeth of Hungary, 
and St. Mary of Bethlehem, from which the famous old “Bedlam” 
of London derived its name. Ho6tel-Dieu, a place for God’s hos- 
pitality, is one of the commonest of these names. In France nearly 
every good-sized town had its Hotel-Dieu. The Hotel-Dieu of Paris 
possesses the distinction of being the oldest hospital in the world, 
there being no similar institution which can show an uninterrupted 
record of over twelve centuries spent in caring for the sick poor. 
Its foundation dates from the year 651 A. D. From 830 A. D. to the 
beginning of the Fourteenth Century the Hotel-Dieu increased greatly 
in size so that the number of wards had increased to twenty-five, 
and the average number of inmates varied from 1400 to 1600, though 
this was greatly exceeded in seasons of plague and epidemics. About 
fifty years ago it was entirely rebuilt and now offers medical, surgical, 
obstetrical, and ophthalmic services and accommodates over eight 
hundred patients. The hospital still stands on the original site on 
the Ile de la Cité, close to the Cathedral of Notre Dame and to the 
river Seine, both of which have been intimately connected with its 
history. 

Interesting hospitals connected with the early investigations of 
modern medicine were established in the Eighteenth Century: the 
Charité at Berlin (1710), Guys at London (1725), Edinburgh 
(1736), the Necker at Paris (1780), and the Allgemeine Krankenhaus 
at Vienna in 1784. 

The first hospital in the New World was erected by Cortez in the 
City of Mexico in 1524. In 1629 a Hotel-Dieu was established in 
Canada and ultimately located in Quebec. The Montreal Hotel-Dieu 
was established in 1644, and the General Hospital of Quebec in 1693. 
The first hospital in what is now the United States was built on 
Manhattan Island in 1663. 

In the following century further pioneer American hospitals were 
established ; the Pennsylvania Hospital of Philadelphia in 1751; the 
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New York Hospital in 1773; the Philadelphia Dispensary in 1780; 
the New York Dispensary in 1791; and early in the Nineteenth Cen- 
tury the Massachusetts General Hospital in Boston. 


ovo A HOSPITAL renaissance came with the widespread interest 1n 
medical sciences during the second half of the last century, which 
made possible the development of the modern hospital of today. 

Until late in the Nineteenth Century hospitalization of the sick was 
a rare occurrence except for those who were homeless or for those 
whose condition required isolation from the remainder of the com- 
munity. The extensive use of hospitals is a comparatively recent 
social phenomenon. In 1875 there were only 661 hospitals in the 
United States. As late as 1900 there were only two thousand hos- 
pitals in existence, but since the beginning of the century nearly 
two hundred new hospitals have been added each year, and accord- 
ing to the latest statistics there are now seven thousand hospitals 
operating in this country. These represent in plant and equipment 
an investment of more than three billions of dollars—greater than 
that of many important manufacturing industries.‘ 

The operation of hospitals thus falls in the class of Big Business ; 
the annual cost of maintenance of the seven thousand hospitals is 
about 900 million; they provide over 900,000 beds in which 700,000 
patients are cared for every day and twelve million patients treated 
each year. Of these seven thousand hospitals, two-thirds are classed 
as general hospitals and contain about 40 per cent of the total number 
of beds. Custodial institutions for nervous and mental disorders 
represent another 40 per cent of the hospital beds of the country, 
although being but 8 per cent of the total number of hospitals.° 

While a considerable number of hospitals in this country receive 
federal, state, and municipal support, it is now generally recognized 
that the hospital is distinctly a community responsibility. Although 
supported in part by a church or other organization, it operates as 
a non-profit corporation, enjoys exemption from taxation, and as a 
community hospital implies not only obligations of the hospital to 
the community, but also reciprocal relations of the community and 
the hospitals. 

Coincident with this remarkable development of hospitals and the 
progressive evolution of medical knowledge, the function of hos- 
pital care has been greatly extended. Until recently most of the 
work done in general hospitals, especially the small institutions, was 
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surgical. The development of surgical asepsis and technique with the 
necessity for an organized and trained staff of assistants for surgical 
work, the gratifying results from the proper treatment of injuries 
and from major elective surgery, have contributed to make hospital 
care of surgical cases necessary to insure the best results. 

The use of hospitals for obstetrics is now increasing rapidly. It 
is estimated that 90 per cent of such hospital care is now given 
in general hospitals. Statistics indicate that in cities of over fifty 
thousand population from 20 to 67 per cent of the deliveries are in 
hospitals. This points clearly to the fact that there is an increasing 
use of hospitals for this type of service. The care of the newborn 
and the training of mothers has become an important function of hos- 
pitals. The further hospitalization of sick children has distinctly 
influenced the incidence and mortality of diseases of childhood. 

The great development of laboratory and technical methods as 
well as the necessity for trained personnel, for both diagnosis and 
treatment of acute and chronic medical diseases, has brought a fur- 
ther appreciation on the part of the public of the value of a hospital 
period of study and treatment in many of the non-surgical disorders. 

With the growing recognition of the importance of the early 
diagnosis of certain slowly progressive diseases, and the importance 
of correcting minor defects which may be contributing factors in 
more serious ailments, there has been an increasing willingness on 
the part of patients to go to a hospital before becoming seriously ill. 

There is also a general recognition of the importance of active 
tuberculosis and the removal of a patient from the environment in 
which there may be children, to prevent them from contracting the 
disease. It is now known that practically all tuberculosis is contracted 
in childhood. While special hospitals for the care of tuberculous 
patients exist, yet where a general hospital is available there is no 
reason why it should not be ready to render the service required. 
Again tuberculosis frequently involves more than one organ, thus 
requiring general study and the correction of defects, which can best 
be done in a general hospital. 


oo THE CONSTANT increase of mental diseases promises to become 
one of the major economic and social questions of this day. The 
Statistics are startling. In the last forty years the number of pa- 
tients with mental disease in institutions has increased about four 
times as rapidly as the population. We gain some idea of the mag- 
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nitude of the problem when it is stated that the number of new com- 
mitments to institutions for mental diseases has almost paralleled 
the increase in matriculation in the colleges of the country. Again 
it is estimated that the institutionalized cases of mental disease, at 
present, number almost as much as the enrollment of all the col- 
leges of this country. Most mental patients have a long history, 
with symptoms appearing years before the real condition is mani- 
fest. The hope of dealing with the problem lies in early diagnosis 
and proper treatment. 

While custodial institutions are doing what they can in the program 
of prevention, a much more important contribution can be made 
through general hospital and clinic facilities in the community itself. 
Patients with early nervous symptoms are prepared to go to a gen- 
eral hospital for study at a stage when help can be promised, where- 
as they are very unwilling to enter custodial institutions even for 
early treatment. It would seem, therefore, that general hospitals 
should be prepared to take care of this class of patients, because in 
the long run it means conservation of mental health. 

The sound medical care of venereal diseases is predicated on a 
continued period of supervised treatment, and the earlier it is in- 
stituted the better the result. The frequency of involvement of the 
central nervous system, and later tendency to mental disease, em- 
phasize the need of early and carefully supervised hospital treatment. 

In recent years great progress has been made in the control of con- 
tagious diseases by methods of immunization, tests of susceptibility, 
and the early use of prophylactic measures. There 1s still, however, 
considerable incidence of contagious diseases, and an_ infectious 
pavilion has become a necessity for every general hospital as fre- 
quently complications arise which require medical and surgical treat- 
ment. It is a reflection on an enlightened community when it permits 
its members who contract diphtheria, scarlet fever, or smallpox, with 
their serious complications and disastrous results, to be cared for 
in a pest house with no facilities for applying the most advanced 
methods of treatment. 

Many general hospitals are now providing facilities for specialized 
practice in diseases of the eye, ear, nose, and throat, and skin dis- 
eases. Although comparatively few need hospitalization, it indicates 
the further extension of hospital service in a community. 

The problem of convalescent care following hospital treatment is 
assuming more economic importance. Provision for this should be 
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considered in connection with general hospital work, and be under 
hospital control. It will require certain special features, such as 
occupational therapy and the different forms of physical therapy, 
with some modification of general hospital routine. After recovery 
from a severe surgical operation, a prolonged febrile illness, infantile 
paralysis, or other disabling condition, additional convalescent care 
may often obviate readmission to the hospital and insure, furthermore, 
a greater efficiency in returning the patient to his duties of citizen- 
ship and frequently prevent him from becoming a further charge on 
the community. 

The care of patients with chronic and incurable disease is, like- 
wise, a community problem requiring particular hospital care and 
treatment. 

Thus the hospital is rapidly becoming the essential element in the 
program of preventive medicine and health conservation in the 
community.® 


ow THE DEVELOPMENT and extension of special types of hospital 
service has paralleled the tendency toward specialism in medical prac- 
tice. The attending staffs of hospitals have gradually become a group 
of specialists, so that group practice and team work should realize, 
thereby, the most effective development in the modern general hospital. 

This association of special medical and surgical service in a well 
equipped community hospital has a definite relation to the distribu- 
tion of physicians. It has been determined by the careful investiga- 
tions of Weiskotten’® that 35 per cent of the graduates of the last ten 
years have taken up some form of specialized practice. It must 
be clearly evident that physicians with this special preparation will 
seek the community having the facilities of a modern hospital. 

A modern hospital insures good doctors, well trained nurses, and 
the highest type of medical service to the community of which it is 
a part. Hospital associations imbued with the true spirit of medical 
progress are able to exert a profound influence in unifying hospital 
service and extending its beneficent relations to ever widening pur- 
pose. 

Where once it was but an adjunct, the hospital has now become 
the center, all inclusive, of the medical service of a community. 

In the delivery of modern medical service a number of essential 


features are more or less interdependent. 
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There is a general agreement that the greatest health problem is 
that of making available to every individual in the community the 
benefits of modern medical knowledge. That knowledge, it may be 
said, is now far in advance of our application of it to the health needs 
of either individuals or the community. 

To make both available and effective our present and future 
knowledge regarding the diagnosis, treatment, and prevention of 
disease, and the conservation of normal health, mental as well as 
physical, is the outstanding challenge to the community hospital and 
the medical profession of today. 

We know that the public has become health conscious and is eager 
and impatient for the benefits of modern medical service. In this 
extension of service, the hospital must recognize its obligation as the 
central agency in community health work and the highest grade of 
medical service. No agency in the health field is so well organized 
or adapted to the newer opportunities of medical service and public 
health education.’ 

In this endeavor te establish the hospital as a distinct community 
asset, it must not be overlooked that the hospital is a definite com- 
munity responsibility in the same sense as the public schools, courts 
of justice, and the maintenance of law and order. The advantages 
of hospital facilities accrue in a large degree to the entire public, 
hence the provision of hospital capital by the general public through 
taxation and voluntary contribution is an equitable procedure.* 

In accepting this community challenge and to insure public ap- 
proval, the hospital with its modern equipment, well trained nursing 
personnel, and coordinated professional activities of knowledge and 
skill should guard well that traditional imponderable something, 


referred to so aptly by Brennemann as the “human side of the hos- 
pital.”® “Tis that subtler spirit of enthusiastic and _ self-effacing 


cooperation, of steadfast sympathetic loyalty and devotion to a com- 
mon cause that is bigger than any individual, that wins battles and 
makes hospitals.” This spirit and endeavor should prevail from 
admission to the discharge of a patient and applies to everyone con- 
nected with the activities of the hospital. 

Cushing has well said that “hospitals have personalities.” There 
are hospitals of which it is traditional that kindliness, attentiveness, 
thoughtfulness, flexibility in its conduct, and an evident spirit of 
cooperation and of service prevail throughout. Again there are 
others in which an obviously impersonal and inflexible chilling 


routine obtrudes itself. 
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Hospital Day 
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HERE is no institution in any community of more vital importance 

to the public than a good hospital—an obvious fact but one we are 

prone to overlook. As a topic of conversation health is popular 
enough but it usually engages our sincere attention only when we realize 
the danger of losing it. So, too, we accept our hospitals with more or less 
indifference until an emergency forces us or our friends into them. 


Poses have become a necessary part of modern life to such an ex- 
tent that scarcely a community of a thousand souls but boasts one or 
more institutions devoted to the care of its ill and injured. We exhibit 
these to our visitors in pride, then promptly forget them until disaster 
overtakes us and we seek refuge within their hospitable walls—resentful, 
perhaps, as an enforced guest and apprehensive of our strange sur- 
roundings. 


Hosrtats do exemplify to the fullest extent what the derivation of the 
word implies—hospitality, which is nowhere more in evidence. 
Everyone is welcome, or at least is made to feel welcome in circum- 
stances such as to make welcome elsewhere questionable. From the un- 
manageable infant to abandoned old age, with all the intervening af- 
flictions of the body and vexations of the spirit to which human flesh 
is heir, the hospital throws wide its doors and bids us enter with a smile 
of welcome and a promise of relief, if such be possible. No illness is too 
desperate to be greeted hopefully; no injury too severe for the ministra- 
tions of skilled hands eager to repair the mischief; no mind too warped 
by the stress of life to be offered the comfort of sympathy and the sup- 
port of understanding. And this is not measured in dollars and cents. 
Regardless of what we may pay for such services, every hospital is and 
must be a charity. Material wants may be purchased, personnel is to be 
hired, but the intangibles—a necessary part of every hospital which the 
ill and injured require almost above all else—are given freely and can- 
not be bought. 


S WE sometimes fail to appreciate the value of our hospitals, so, too, 

the hospital sometimes fails to sense the importance of closer rela- 
tionship with the public. We should be told something about the in- 
dispensable service it offers us twenty-four hours every day; our minds 
should be disabused of the mystery and dread which have shrouded it 
through generations of ignorance. We should be reassured of its benefi- 
cence. We should know more of the happiness it dispenses, of the lives 
it saves, of the health it restores, of its triumphs over great odds, of its 
last stand against defeat when all other resources have failed. And this 
is the purpose of Hospital Day, that we may learn at first hand by visit- 
ing it, with minds unclouded by disease, fear, anxiety, pain, and despair, 
what it has to offer us in times of trouble—The Damy ALASKA Empire, 
Juneau. 


























THE HOSPITAL AS A COMMUNITY ASSET 


Perhaps we overlook the axiom, “Use does breed a habit in men.” 
Surrounded by sickness and suffering on all sides we get used to it 
and pursue the usual “tenor of our way” much as if they did not 
exist. What to us is a natural and necessary adaptation to such an 
environment may, to an anxious patient or a solicitous mother who 
has but one interest, seem callousness and indifference. 

In hospitals, as elsewhere, we live largely by rule and routine. 
Where the primary object of a hospital sojourn in many instances 
is rest and quiet, one wonders at the wisdom of a rule that requires 
the waking of a patient at six a. M. to have his face washed and 
other necessities attended to, so as to be ready for breakfast at seven- 
thirty. 

Perhaps there is need for a bit of flexibility in another direction. 
In any large community, there are many who are poor, many who 
are well to do, and both are well provided for in private and open 
wards respectively. 

The man who today needs our greatest sympathy, with the greatly 
increased cost of hospitalization, is the man, especially the white 
collared man, who neither will nor may accept charity or near charity, 
and yet who cannot meet without unwarranted sacrifice the expense 
of even the cheapest room or private ward, plus incidentals and a 
doctor’s fee, in any prolonged illness. Yet once classified as a 
private patient there are many things—extras such as medicines, 
x-ray and laboratory examinations—for which he must pay the same 
fixed price as the richest patient. 

There will always be a difference between the human and the 
institutional heart, and while much has been done, more is left to do 
to reach that ideal which assures to rich and poor, and to those in 
between, the same adequate care without undue financial or personal 
embarrassment to any one class. Yet after all, as Dr. Brennemann 
says, “we are not selling groceries, our stakes are human lives.” 

In closing I will leave with you the beautiful words spoken by Dr. 
Abt of Chicago on a similar occasion : 

“A hospital is a sanctuary consecrated to the healing of the sick 
and dedicated to the training of men and women in the art of medi- 
cine. Its staff should have a keen sympathy and a genuine love for 
the work and for the human souls who occupy the sick beds.” 
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The Detroit convention of the American Hospital Association 
will be our largest. 
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The Hospital Serves 


OSPITALS are institutions in which the best of medical skill 
has been coordinated and all of the facilities for the satis- 
factory care of the sick have been scientifically assembled 

and are efficiently operated. In them medical art combines with every 
other humanitarian effort in the care of the patient and in the 
prevention and cure of disease. 

The development of our hospitals, as remarkable as it has been, 
has been neither accidental nor spontaneous. Their increase in num- 
ber, in the scope and character of their departmental services, and in 
their bed capacities has been well ordered and in direct response to 
the requirements of the ten million patients who are annually ad- 
mitted to our institutions and of the 98,000 members of medical staffs 
and their widely expanding ability to prevent, control, and cure 
pathology. 

With the growth of these great institutions, so distributed that 
every community of any size or importance has one or more accept- 
able hospitals, the practice of medicine has changed its character. 
Where less than two decades ago medical practice in this country was 
largely of a private nature, we are now witnessing in its highest and 
probably in its best development the growth of institutional medicine. 

Institutional medicine, so long as it is wisely developed and intelli- 
gently directed and so long as it is kept free from a mistaken govern- 
mental paternalism, except as it applies to the custodial care of the 
sick, for whom the federal government, states, counties, or cities 
must be responsible, will be a formidable and a successful barrier 
against the development of state medicine and the best possible sub- 
stitute for that or any similar system. It will serve the patient, the 
physician, and the public in a better way and will accomplish both 
economic and professional benefits that could in no other manner be 
secured. So far in its development institutional medicine has been 
in the main satisfactory in its results. It has cared for more patients 
and in a better way, it has developed better physicians, and has been 
of greater benefit to society than any previous order of medical 
practice. 


ews Hospirats have become economic necessities. Their first 
concern is in the adequate and efficient care of the patient, but 
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their ownership as well as their responsibility is a community owner- 
ship and a community responsibility in which the patient, the public, 
and the physician are equally concerned. Hospital care, as expensive 
as it often is, is worth every cent that it costs the patient and a great 
deal more. The patient could in no possible manner provide the 
same character and quality of service in his home at a lower cost than 
that which the hospital charges. While an extended stay in the hos- 
pital is frequently a financial calamity to the patient or his family, the 
fault for this state of affairs is not chargeable to the institution nor 
to the medical and nursing professions which staff it, but to a very 
great extent is due to the fact that the public has developed the habit 
of wanting a character of hospital and professional treatment which 
is, in SO many instances, beyond the resources of the individual patient 
to pay. 

Hospitals, under existing conditions and so long as they meet the 
demands of the patient for satisfactory and efficient care and the 
demands of the professional staff for the facilities to diagnose and 
treat disease, depend and must continue to depend upon philanthropy 
to supply in a large way the difference between the cost of efficient 
operation economically disbursed and the amount of revenue they 
receive for the care of the patient. 

The hospital serves not only in providing a high typ2 of profes- 
sional service for the ten million patients, or one out of every twelve 
of our population, who are cared for each year, but it further serves 
the public in the treatment of twenty-two million additional patients 
who receive treatment in our out-patient departments, a large per- 
centage of whom are saved a hospital experience. It has been con- 
servatively estimated that the lives of two out of every ten thousand 
patients discharged from our hospitals each year, or more than twenty 
thousand annually, are saved as the result of the care and treatment 
they receive in the hospital, which under no other conditions could 
be provided. It is further estimated that fifty thousand of the patients 
in our institutions are returned to normal productivity from our hos- 
pitals each year who, if treated under any other conditions or in any 
other surroundings, would have been permanently disabled and would 
have become charges upon the charity of our communities. 

Under the existing operation of our hospitals, their facilities, and 
the skill of the professional staff, the average number of days’ stay 
in the hospital for each member of this country’s population is but 
two in each year. This average, if less skillful and less efficient care 
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THE HOSPITAL SERVES 


were to be given our patients, or if they were treated under any other 
than hospital conditions, would be increased to 5.7 days per year. It 
is not pertinent to this discussion to estimate the value of the human 
lives saved or the aggregate of days’ illness which the hospital saves 
on the average to each individual inhabitant of this country each year, 
or the economic value of the 50,000 patients returned from the hos- 
pital to productivity, physically restored and able to discharge their 
responsibilities to their families, who, under any other care and treat- 
ment, would have been public charges, either upon the tax income of 
their communities or upon philanthropy. 


oo «WHATEVER CRITICISM may be pronounced against our institu- 
tions or against the medical men and women who staff them, the 
fact remains indisputable that the public, of every situation in life, 
has confidence in our hospitals. They are no longer places which the 
public avoids, nor “where people go to die.” The patient enters that 
he may be helped to live and to become well and strong and self- 
supporting again. 

Our hospitals, in their character as homes for the sick, have spir- 
itual values. In them medical science is developed, medical fallacies 
are obliterated, medical fundamentals established, and in them medical 
art is encouraged and professional skill is tempered with professional 
kindliness, and the patient is not a “case.” He is a sufferer, sick and 
fatigued mentally, broken and worn physically. To him in his ex- 
tremity the hospital is intimate and personal and shines forth as a 
beacon of competent amelioration and hope. The wards of our hos- 
pitals are among the few places in this disordered world where “man’s 
inhumanity to man” is not exemplified. 

Should the time ever come when a higher value is placed upon the 
science that discovers or corrects pathology than upon the professional 
art and sympathetic care which cure our patients, then our hospitals 
will no longer serve the public nor science nor the medical profession 
in a good way. They will be machines inefficiently operated and the 
staff and personnel will be the mechanics who operate them and not 
the artists who direct them and bring their patients back to health 
and happiness. 

Not the least of its service to the public is the rdle the hospital 
plays in protecting the community from the invasion of communicable 
disease. Particularly in our cities, the first appearance of infectious 
disease presents itself in the out-patient service or in the wards of 
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our hospitals. With the facilities the hospitals afford the disease is 
diagnosed, the patient promptly segregated, and the community is 
saved the experience of an epidemic developing from either primary 
or secondary contact. 

The rapidly increasing congestion of our population in cities has 
emphasized the need and the value of the hospital’s service to the 
public in the care of the expectant mother continued through the 
confinement period. Seven hundred thousand babies, approximately 
one out of every three, are born in our hospitals each year. Seven 
hundred thousand mothers are saved the hazards and consequences 
of indifferent or hasty obstetrical practice and seven hundred thou- 
sand babies are well born in our institutions and start their lives 
strong and healthy. 

The maternal mortality is being constantly and materially reduced 
through this institutional care and the infant mortality, among babies 
born in the hospital, is much less than for the country as a whole. 

The most appealing of our hospitals’ accomplishments is their ser- 
vice to the crippled and handicapped child. We are taking better 
care of our children as the years pass and are curing in infancy and 
early childhood many of the diseases which were formerly neglected 
and often handicapped them or made them invalids in adult life. All 
of our larger hospitals are developing their pediatric and orthopedic 
services and many fine institutions have been built for their use ex- 
clusively. And so the hospital serves the public. 


ows THE HOSPITAL is the handmaiden of modern medicine. From 
this standpoint it is the laboratory in which medical science is 
advanced and medical art perfected. It is the temple upon 
the altars of which the physician and surgeon makes his greatest 
sacrifices and from which he receives his largest blessings. In it 
he does his best work and both learns and teaches the precepts of his 
science. Surrounded by every facility for research and diagnosis, 
inspired by the record of the professional achievement of his pre- 
decessors and associates, with laboratories, operating rooms, libraries, 
nursing, and all other departmental services to aid him, the practi- 
tioner of modern medicine is at all times able to give the patient the 
most efficient and satisfactory care. In no other place and in no other 
manner have all these facilities been assembled. The hospital and 
the men and women who staff it coordinate all these units for the 
cure of the patient and the advancement of medicine. 
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THE HOSPITAL SERVES 


The relation maintained between the patient, the physician, and 
the hospital is a codperative one, each serving the other in all well 
regulated hospitals to the greatest possible advantage. Our hospital 
boards in their wisdom have met the demands of medical science for 
approved equipment and for the facilities for research, diagnosis, 
and efficient care, and by and through them the discoveries and 
progress of modern medicine have been made possible. 

Medical education is continued from the medical colleges on 
through the wards of our hospitals, and applied medicine is for the 
first time put into satisfactory practice by the candidates for the 
doctor’s degree. This very desirable and satisfactory system of 
medical teaching has been a development of the past quarter of a 
century. 

Equally important in its educational services, the advantages of 
which both the patient and the physician share, is the training of 
nurses, pathologists, roentgenologists, and others committed to highly 
specialized phases of patient care as their life vocations. Without a 
well ordered, well trained, competent, codperative staff no hospital 
could long exist and it seems reasonable to assume that without the 
facilities which our hospitals afford, scientific medicine would have 
made small progress and its future would be less secure. 

Sober thought might well be given as to whether the population of 
this country will support a larger number of hospitals or whether we 
have reached the saturation point, so far as the number of our insti- 
tutions and their available bed capacities are concerned. 

Statisticians, notably Dr. Dublin, have suggested the warning that 
through restricted immigration and through other causes the popula- 
tion of this country in the next sixty-eight years may be appreciably 
reduced; that, in specific figures, its 120 millions of people may be 
decreased to seventy-five million, or but little more than half the pres- 
ent population. The tendency of the future, unquestionably, should 
be to increase the bed capacities of well ordered institutions, rather 
than the number of hospitals, and to maintain their present efficient 
operation at whatever cost. Communities and individuals may well 
be discouraged in any desire they may have to establish new institu- 
tions, where they are already well supplied with hospital facilities, and 
should be encouraged to bestow their philanthropy and moral support 
upon existing institutions which, judged by their accomplishment in 
giving adequate and efficient care to the patient and in discharging 
their responsibility to medical and nursing education, have identified 
themselves as worthwhile institutions. 
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There should be a sufficient number of hospitals wisely distributed 
through this country to give to everyone approved hospital and 
medical care and at a cost to the patient and to the public commen- 
surate with their ability to pay. The cost of the care of charity 
cases for both medical and hospital service should be distributed tc 
the federal government, the state, the county, or the city and the cost 
of care of custodial patients should become their entire responsibility. 
Philanthropy, whether private or public, should provide, in the event 
that the hospital cannot, for the equipment and personnel necessary 
for research, for education, and for that part of the cost of care 
which the patient of moderate means is unable to pay. The intrusion 
of governmental paternalism in our institutions, both as to operation 
and practice, should be avoided and the operation of such paternalism 
should be confined to those of the sick for whose care our govern- 
mental agencies are directly and unalterably responsible. 


The hospital serves best: 

1. When its board of directors or gov- 
erning body is sympathetic tc the 
requirements of the hospital staff, is 
interested in its professional attain- 
ments, and when it provides the fa- 
cilities through which the physician 
is enabled to give his best services 
to the patient. 


bo 


When the staff members are coop- 
erative, friendly to each other, and 
sympathetic to the patient. When 
they are loyal to the institution, 
proud of its professional attainments, 
harmonious within their own group, 
and consecrated to the advancement 
and welfare of the hospital and the 
work it is doing. 


2. 
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The hospital serves least, or not at all: 
1. When the board of directors or gov- 
erning body of the hospital is indif- 
ferent to the needs of the profes- 
sional staff and the requirements of 
the patient and when it is smugly 
complacent with the ordinary rou- 
tine procedure of hospital operation. 


When the staff members are frankly 
critical of the work their colleagues 
and their hospital are doing. When 
they dissatisfied 
hospital administration and convey 
to the patient a sense of discontent 
with his surroundings and the serv- 
When they make 
no contribution to scientific medi- 
When they quarrel among 
themselves and refuse consultation 
or advice. When they assume that 
the hospital is their property and 
feel that the institution owes them 
a debt for their services which it can 
never discharge. Many of the diffi- 
culties which our hospitals encoun- 
ter arise through the criticism, the 
contention and disloyalty, of mem- 
bers of their staffs, 


become with the 


ice he receives. 
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THE HOSPITAL SERVES 


When the conduct of the hospital is 
characterized by the kindliness, 
courtesy, and consideration it gives 
its patients and by the interest it 
takes in the material as well as the 
physical welfare of those who are 
admitted to its wards. When its 
cperation is distinctly humanitarian 
and not obviously mechanical. 


. When the confidence and good will 


of the public are earned and main- 
tained by the quality of care which 
it gives its patients. When it en- 
courages the public to know that it 
holds joint ownership in the institu- 
tion and assumes a joint responsi- 
bility for its success. When the pub- 
lic is brought to the hospital and 
not the hospital to the public. When 
the public respects it, admires the 
men and women who staff it, and 
gives its moral and material sup- 
port. 


——- -+0¢ 


3. When the hospital is indifferent to 


the welfare or the comfort of its pa- 
tients. When indifference and often 
rudeness characterize the conduct of 
its personnel. When its service to 
the patient is a mechanical and not 


an interested, sympathetic service. 


. When the hospital is indifferent to 


public approval, discourages the 
public faith in the institution, fails 
in its proper contribution to the care 
of the sick and refuses the 
counsel and advice of the patients 
who are under its care and their 
friends who visit them. When the 
hospital is extravagant in the use of 
its income and constantly appeals to 
the community for financial support. 
When there is no community of in- 
terest between the hospital, its physi- 
cians, its patients, and its public. 


poor, 





Detroit convention, September 12-16. Reduced rates on all 
railroads. 


[25] 








The Adjustment of Operation of Hospitals 
to the Economic Depression’ 


By Cuarces S$. Woops, M.D. 
Superintendent, Saint Luke’s Hospital, Cleveland 


HE hospitals are very sensitive to the economic ebb and flow 
in their respective communities. In times of prosperity when 
living costs were higher and income greater, the hospitals 
adjusted themselves accordingly. Likewise they must harmonize 
their operations with the depression if they would continue their 
service. Reduction in the expenses of daily operation to correspond 
to the decline in business can be accomplished without too great 
friction and trouble. The retrenchment may proceed in a number of 
directions, some of which are: 
1. A reduction in salaries. 
2. A reduction in the number of employees. 
Stagger system. 
Reduction in vacation pay. 
. Reduction in sick leave with pay. 
. Reduction in the number of available beds. 
Modification of the linen schedule. 
Limiting the admission of free patients to those who are 


. 
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emergency cases. 
9. Modification of the schedule of the housekeeping depart- 
ment in the cleaning of rooms, windows, etc. 
10. The elimination of telephones and lights. 
11. Reduction of messenger service (i.e., fewer trips). 
12. The abandonment of the custom of giving meals as a 


part of employees’ salaries. 
13. The use of supplies such as drugs, dressings. 
14. More rigid attention to repairs of every kind. 
15. Purchase of immediate necessities only. 
16. More rigid requirement of advance payments by patients. 
17. The adoption of a plan of admission of patients to the 
out-patient department which would probably reduce 
the number of patients admitted to the out-patient de- 
partment. 
18. The simplification of printed forms. 
It must be emphasized at once that some of the various measures 
which have been suggested to adjust the operation of hospitals would 


1Read before the Ohio Hospital Association, Akron, March 15 (President’s Address). 
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not have been at all acceptable to them two years ago. It is not 
possible to adopt such economic measures in times of relative pros- 
perity, nor should it be done. Only the force of necessity can create 
a psychology that will make such steps possible. The patients who 
come to the hospital are quite as familiar with the necessity for de- 
creasing expenses as the hospital workers are, because the depression 
is universal in its scope and probably affects the majority of people. 
It is true that there are those among the salaried group who are 
receiving no less than was paid to them two years ago. However, 
there is scarcely to be found a person who does not understand that 
though he himself may be receiving the same income and enjoying 
the decline in the price of commodities, his neighbors and the institu- 
tions are quite conscious of the change which has occurred in their 
own financial affairs. Because of this attitude of mind of the public 
generally it was and-is quite possible and even obligatory to take 
such steps as will bring the expenses to the level of a falling income. 
Hospital workers are no exception to the rule that employees do not 
welcome a reduction in their income, particularly in those institutions 
which still pay relatively small salaries. However, they quite rea- 
sonably accept the various suggestions which are made to lower 
the costs of operation because they recognize that the institution 
would only resort to them as the most feasible and effective means 
of balancing the budget. The boards of trustees cannot continue 
indefinitely to borrow money to meet deficits. It is only fair that 
workers in the institutions should be called upon to share something 
of the burden of reduced wages, reduced income, and other losses. 

Very naturally the question of the effect of all of these steps upon 
the service arises. There was a time when we knew more certainly 
what essential care of the patient was than we do today. The cost 
of nursing has increased very rapidly because the patient is not 
satisfied with the kind of service which might be regarded as essen- 
tial. There is a service plus which the patient has demanded and 
sometimes been willing to pay for and without which he is not satis- 
fied. We are now compelled to reéxamine the question of what is 
essential service to the patient, and also to ask in these times, Should 
the patient expect more than essential service and should the hospital 
continue to give more? We are finding that we can care for our 
patients very well when we modify our schedule in certain direc- 
tions. The use of drugs and medical supplies of all kinds may be 
very rigidly controlled, and this means ihat drugs quite as effective 
but much less costly may be employed and dressings may be used 
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more sparingly. A modification of the supply of linen does no 
harm to the patient and is reflected in the purchase of linens and 
the cost of laundering them. 

For twenty-five years there has been a gradually enlarging interest 
in the accumulation of statistics which have been accepted as reliable 
indices of the service of the hospital to the community. There has 
developed a rivalry among institutions to excel one another in the 
amount of work which they do for their constituencies. Now effec- 
tive service to the community by medical social agencies is very 
necessary and clearly reflects the cultural status of the people. The 
time has come when it is necessary to study more thoroughly the 
question of free hospital and dispensary service. It has been found 
that those institutions whose community service is supported by vol- 
untary contributions are receiving into their out-patient departments 
relatively large numbers of persons who were referred to them by 
friends and relatives, or who sought the service because they hap- 
pened to know about it. The medical profession has been more and 
more relieved of its share of the burden of giving medical service 
to these people. Indeed the neighborhood practitioner who saw 
many people of his community going to a nearby dispensary was 
likely to feel that it was his competitor. Investigation has quite 
satisfactorily disclosed the readiness of the medical men to assume 
their share of the burden of medical care for those who are out of 
employment but who will almost certainly be in better circumstances 
later. Also, it is necessary perhaps for some hospitals to limit the 
admission of free patients to those with emergency conditions. This 
seems to be quite ethical. We well know that there are those who 
are still employed but perhaps living on a smaller income who are 
postponing such surgical work as may be done later because they do 
not feel that they can afford to have it dene at the present time. 

The public has felt for many years that it could properly demand 
service of the hospital and not be too strongly pressed for compensa- 
tion for it. It is quite true that the hospital differs in very important 
ways from commercial enterprises. The primary purpose of the 
hospital is to heal the sick and not to make a profit on the sale of its 
goods. And the hospital which wishes to make the largest contribu- 
tion to the welfare of the community cannot too narrowly choose 
those sick persons whom it will admit and whom it will reject. 


oo MUCH ENCOURAGEMENT has been given during the past years 
to a widespread impression that the hospital should not refuse any 
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person who applies to it for service, even though he cannot pay for 
it. Indeed there are those institutions that now boast that never in 
their history have they refused to take a patient just because he was 
unable to pay. Surely no hospital will turn from its doors any 
emergency patient because he has no money, but there are institu- 
tions, and many of them today, that are compelled to refuse to 
accept patients who cannot pay the hospital rates. The difference 
between the income from and the cost of operation is a kind of 
measure of community service, i.e., of the service which the hospital 
gives to the community and for which the patients in the institution 
do not pay. This is the service for which the community should be 
called upon to contribute. Is it fair, then, to expect an institution 
to give more to the community than the community will provide 
funds to support? It is, if there are other sources of revenue which 
may be legitimately and properly used for such purpose, but it is 
not proper if the patients in the institution are called upon to sup- 
port such service, for the patient in the institution who can pay more 
than the cost of his care is also probably a citizen who carries his 
fair share of the load of the cost of community service. Institutions 
are then justified in limiting their community service to the support 
which the community provides for it. 


It is an interesting thing, too, that the number of treatment days 
can be reduced when patients and physicians choose to do so. Many 
of us have observed that patients who are paying their accounts are 
insisting upon leaving the institution as soon as the attending phys- 
icians are willing to discharge them. The reason is not far to seek. 
Who has not observed that the patient who has had a simple, un- 
complicated appendectomy and who is paying his account, leaves the 
institution in an ambulance on the twelfth day, while the free patient 
who was operated on for an identical condition cannot possibly leave 
the institution before the fifteenth or twentieth day? Now we must 
insist that the same rule shall apply to both pay and non-pay patients 
when the opposition to it is not founded upon some better reason 
than that which is so commonly given: the physician would not care 
to visit the patient at his home and therefore he should be kept in 
the hospital until he no longer needs medical attention and there is 
no probability of the development of a complication. It is to be 
hoped that when the clouds of the economic depression have lifted, 
all of us will have learned that to dismiss patients from the hospital 
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just as soon as it may properly be done is an obligation which should 
not be ignored. 


It is perhaps somewhat surprising that greater insistence upon the 
payment of a part or the whole of the cost of hospital care has 
resulted in the collection of considerable money from patients who 
in other years would have paid nothing, because they had the im- 
pression that it was not necessary to do so. Now they know that the 
hospital is no exception to the general rule and suffers from the de- 
pression. In other days there were families who could pay their 
hospital bill, but who escaped doing so because there was a generally 
lax attitude toward people of their class. It is now possible to lay 
down the proposition, and defend it, that people are expected to pay 
their hospital bills. 


Also, I think it is worthwhile to emphasize now that the staff 
and the supporting non-staff physicians are very loyal and sym- 
pathetic at a time when they too must share a loss in income and 
accept an increase in their labors. They are willing to postpone their 
requests for new equipment and other things for which in normal 
times they would not only ask but would in all probability promptly 
receive. They know this very well and accordingly cooperate to 
make the various measures of economy as useful as possible. It is a 
time when the profession and the institutions must codperate more 
closely and effectively. 


Perhaps it is well to suggest that what has generally been called 
the good-will of the workers in the hospital has been a pretty costly 
article. While salaries of hospital employees have never been high, 
it is still true that the hospital worker has received generally as much 
as he would have been paid in some other business. Along with his 
salary, however, hospitals from their earliest history to the present 
day have given many more or less worthwhile perquisites. It has 
not been so long ago that privileges, surprisingly broad, were given 
to employees who thought they were justified in piecing out their 
salary by getting much from the institution. 


ows THE cusTOM of institutions to give meals to employees as a 
part of their salary has always been questionable. There is some- 
times justification for it and certain institutions are obliged to con- 
tinue it. However, those institutions which do it not at all or only 
in a limited way find that both they and the employees are better 
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satisfied. The institution which has the necessary facilities may 
quite feasibly adopt a pay plan for meals at the present time. 

Most institutions give free hospital care to their employees. There 
has never been a very substantial reason for this practice and yet 
it is well-nigh universal. I would not take the position just now 
that it should be abolished, but in all fairness it cannot be regarded 
as a legitimate charge to community service ; it is an item of expense. 
as are supplies and equipment, which is to be charged to the cost of 
doing business. It is a sound principle that the relation between the 
employer and the employee is happier and more equitable when the 
salary alone is regarded as compensation, 

The University of Michigan has recently set an example to all 
institutions by announcing that it will hereafter charge the cost of 
maintenance to the preliminary student. Hospitals having schools of 
nursing maintain these students for a period of four months, during 
which they do not make any return in service. Moreover, they may 
upon their own volition resign at any time during the preliminary 
period. It would seem that concerted action should be taken by the 
institutions on this important matter. 

We have all asked ourselves before the execution of these and other 
plans what the effect will be upon the institution and the com- 
munity. We shall have to observe the result over a period of time in 
order to know certainly whether community service has been more 
carefully controlled. We may expect that there will be better co- 
Operation between the medical profession and the institutions. Cer- 
tain important standards will be adopted by all the institutions. No 
institution then may be selected as a particular object of criticism 
by the public and by its own workers. We well know that the workers 
in any institution expect every advantage which other institutions give 
to their employees. There will be the elimination of certain customs 
which have been established and maintained during many years. 
There should be a better understanding on the part of the public that 
hospital service cannot be free any more than any other thing in this 
world may be had for nothing, and the beneficiary should pay the 
cost of it if that is possible. There should be the application of cer- 
tain principles, such as the salary alone fully compensating for the 
worker’s service, which have always been observed in commercial 
enterprises. 


We are daily asking ourselves what the outlook is. Who can cer- 
tainly tell? 
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“Who shall unweave the web of circumstance 
Or trace the pattern of the fugitive 
And shifting tapestry of change and chance?” 


We believe, however, that better times will come, when hospitals will 
be receiving many more patients. The floors that have been closed 
will be opened again. Salaries of employees will be restored to 
original figures. The flotsam and jetsam will scarcely be recovered 
because the sailing will be smoother without them. ‘The institutions 
will adjust themselves to the improved economic conditions. They 
will expand, increase their equipment, adopt new methods, and forget 
this rather gloomy experience. 


+ © ¢— 





The commercial exhibit will be an educational feature of the 
Detroit convention. 
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Presidential Address’ 


By M. H. E1cHeNLAvuB 
Superintendent, Western Pennsylvania Hospital, Pittsburgh 


E HAVE FOREGATHERED at this annual three-day conference 

to be mutually helpful to one another. Let us consider how 

this is to be accomplished. First by renewing and strength- 
ening old friendships, and, we hope, forming new alliances which 
may in time ripen into friendship. Secondly, we shall exchange ideas 
and disseminate knowledge, for the most part acquired in our daily 
efforts to care adequately for the patient, while expending a minimum 
of cash and maintaining a maximum of harmony and good fellowship 
in the hospitals, whose boards of trustees give evidence of sufficient 
confidence in our executive powers to retain us in the responsible 
and difficult positions we now occupy. This being so, it behooves us 
all to make the most of the opportunities here afforded. 


It is our custom to select from among our numbers each year a 
certain few, who by accepting office assume direct responsibility for 
the aims and activities of our association. But the momentum should 
come from the ranks. Without organized and intensive effort the 
officers and trustees of your association can make little or no head- 
way. This is something we can all understand, since we experience it 
every day in our work, where, unless the professional and non-pro- 
fessional, the skilled and the unskilled, hospital elements are welded 
into one, and function as a whole, the result is chaos. Therefore, we 
urge upon you the need for your active participation in the discus- 
sions and the plans for the ensuing year; make them worthwhile, 
valuable to you and to me, for we are busy men and women who can 
best justify our absence from our particular duties by giving the 
fullest measure of our experiences, receiving in return the confidences 
of our colleagues. 


Each year we set forth in these proceedings the most glaring of the 
evils which beset our hospitals, at the same time outlining and record- 
ing what in our opinion would be at least a partial solution of these 
ills. Unfortunately, the list has not diminished. Today we find the 
hospitals of Pennsylvania still facing the major problems of former 





years, plus new ones—an aggregation of truly alarming proportions. 
We are all perfectly familiar with the nature of these difficulties and 


1Read before the Hospital Association of Pennsylvania, Pittsburgh, March 16, 1932. 
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of how serious matters have become or may become with the majority 
of our hospitals before relief measures can be applied. 

You have noticed, possibly, that business and administration topics 
predominate in the program. We hope you approve, as such a 
schedule seemed to us to be particularly applicable at this time, for 
in our opinion emphasis must be placed on the business side of the 
hospital from this time forward if our institutions are to survive this 
prolonged social and financial depression and the period of readjust- 
ment through which they must be guided to a new normalcy, which 
in all probability will bear little or no resemblance to what we have 
termed “good times” in the past. 

Hospital boards and superintendents should accept the present situ- 
ation at its face value and take steps to improve it. Progressive 
changes in hospital financing are in order; more than this, they are 
imperative. Managements must somehow bring about control of 
their maintenance expenditures and be able to keep them within hos- 
pital revenues. By maintenance expenditures we mean operating 
expenses, plus ordinary upkeep and replacements. Capital disburse- 
ments, together with unusual replacements to buildings, plant, equip- 
ment, etc., are another matter, requiring for the most part unusual 
treatment, and these we can set aside as being irrelevant to the imme- 
diate subject. Common sense and sound business methods dictate a 
policy of collecting sufficient revenues from patients to meet the cost 
of services rendered, plus a reasonable excess to be applied to main- 
tenance depreciation. But how is this to be effected in view of the 
ever widening gulf between pay and free patients-—the former on 
the decline and the latter increasing, until the hospital is rocked to its 
very foundation in its efforts to withstand the strain. How, too, are 
the great mass of self-respecting and up until now self-supporting 
people, who form such a large part of our citizenship, to be restored 
to independence and a financial status which will enable them to reim- 
burse our hospitals for the care they must have? Is it not time the 
hospitals lent a hand, and by so doing may it not be possible to create 
resources for the future that will help us prevent our yearly deficits, 
and avoid the necessity for financial dependence upon the philan- 
thropies of a relatively small class of charitably disposed and wealthy 
individuals, who, in justice, should not be expected to contribute 
toward the hospital needs of other than the hopelessly destitute and 
infirm? Again we ask, how is this to be accomplished ? 

Unfortunately, we do not know, but we can find out; and we will 
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find out if we apply sound reasoning, determination, perseverance, 
and resourcefulness to the task which confronts us. This association 
should take the lead, after its membership has been augmented by 
trustee representation from every hospital board in this common- 
wealth, and after the hospital boards themselves have lined up solidly 
behind the Hospital Association of Pennsylvania in a 100 per cent 
endeavor to gain its objectives. 


cw IF you WILL refer to your copy of the constitution and by-laws 
of this association, you will find that Article II asserts that the pur- 
pose of this association shall be “To promote the welfare of the 
people of the state of Pennsylvania, insofar as this may be done by the 
development of hospitals and dispensaries of the state, in number and 
location; in service rendered to patients; in erection of buildings; 
in securing the best equipment and in promoting general efficiency 
of operation by securing coOperation and assistance in this work 
from all other organizations of similar purpose, and in all ways possi- 
ble to advance the interests of all medical service institutions.” 

This is quite definite, and as members we bear the responsibility 
involved, not only to the public and to each other, but to the institu- 
tions we serve as well. 

Article III, Section 1 of this little booklet speaks of active, asso- 
ciate, and honorary members; it then defines the three classifications 
of membership under Sections 2, 3, and 5 of this same article. We 
quote first from Section 2: “Active members are those who exercise 
the functions of trustees, executive heads, assistant superintendents 
of hospitals, professional staff members, without reference to sex, 
title, or religious denomination.” Very broad, and equally demo- 
cratic, we must admit, but have we taken advantage of the possi- 
bilities? We have not, and now we must shoulder the responsibility. 
The hospitals represented in our membership which can boast that a 
trustee, a staff physician, and the chief administrative officer are all 
enrolled are few and this speaks volumes. If every hospital execu- 
tive present at this conference will return home firmly determined 
to sponsor, and to achieve, the immediate enrollment of one board 
member and one staff member, to represent each of these groups in 
his own institution, we will have trebled over night, as it were, the 
association’s power to initiate relief measures on behalf of the hos- 
pitals of Pennsylvania. 

Section 3 provides that associate members shall be department 
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heads of hospitals. As a rule it is a good thing for the average hos- 
pital to have a few of these memberships within its ranks. Contact 
with others engaged in the same line of work has an educational and 
broadening influence upon our assistants, which redounds to the bene- 
fit of the hospital with which they are connected. Associate member- 
ships are valuable to the association, in that they swell its ranks and 
strengthen its influence for good among the workers. This class of 
membership is not privileged to vote. 

Section 5. “Honorary membership may be suggested at any meet- 
ing of the association, by any member for any person whose service, 
public or private, may entitle him or her to such recognition, or for 
any other person who, in the judgment of the association, is entitled 
to such membership.” Honorary membership has all the privileges 
and responsibilities of active membership, excepting only voting and 
payment of dues. Are there not perhaps a number of persons in 
positions of prominence, with sufficient leisure to be of service to the 
hospitals of this state, who, if approached by the proper persons, 
would be willing to serve the cause? 

There is a greater need than ever for educating the laity concerning 
hospital service and all it includes. The average citizen has no con- 
ception of what the hospital stands for; knowledge, tolerance, and 
cooperation are entirely essential to the new standards and business 
principles which must be inaugurated to meet the present day eco- 
nomic conditions. It is, therefore, incumbent upon our hospitals, and 
the medical and nursing professions, to see to it that the standards 
are practical and within the reach of the members of society hos- 
pitalized within our walls. This calls for leadership and unity of 
action among the hospitals themselves, and coordination with national, 
state, and local organizations of doctors, nurses, and hospital execu- 
tives. It means little to the average citizen that it requires far less 
time, under modern medical and hospital care, to restore him to health, 
his family, and normal pursuits than it did twenty or twenty-five 
years ago; but the physician, the nurse, and the hospital are in pos- 
session of the facts, in all their significance. 


oo THE FUTURE of our hospitals will depend in great measure 
upon the courage with which they face the compelling need for read- 
justments, and the energy with which they attack existing problems. 
The experience and the difficulties of the past three or four years 
should strengthen our determination to work our way out of the 
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morass. ‘Theory must give way to practice. Methods must be at- 
tuned to the times. Hospital management must be competent, prac- 
tical, and as economical as possible, while continuing to maintain a 
high type of professional service. It is no longer reasonable to ex- 
pect private philanthropy to carry the same proportion of the load it 
has carried in the past; individual gifts of money from this time for- 
ward are likely to be greatly reduced, in both size and number. It 
is well to remember this and not foolishly close our eyes to the 
changes which are rapidly taking place about us. Organized effort 
is the order of the day; any conflict of interest or activity within the 
hospital and its component parts may well prove disastrous, and utter- 
ly destroy the usefulness of the institution. It is not likely that any 
one solution will be found to the whole riddle, any more than there 
exists a “cure-all” for disease or the ills of the nation; but intelligent, 
well directed effort will carry our hospitals a long way toward the 
desired goal. 

While in the main the problems that beset our institutions of heal- 
ing are very much alike, and have arisen through misunderstandings 
and inadequate recognition of services rendered, we realize that ef- 
fects produced on the individual hospital have varied, according to 
type, location, size, and government, and whether or not the hospital 
provides facilities for the training of interns, nurses, dietitians, and 
technicians. Granting these variations in application, we still have 
the temerity to bring to your attention possible betterments and 
economies, which we recommend to the thoughtful consideration of 
all hospital administrators. 

In your relations with the state and national boards of approval, 
such as the department of welfare, the state board of medical educa- 
tion and licensure, the state board for registration of nurses, the 
American Medical Association, and the American College of Sur- 
geons, do not be prejudiced. It makes for progress to do your full 
share in maintaining pleasant relations and complete cooperation with 
the organizations whose functions bring them in contact with the 
hospitals of Pennsylvania. 

Expend both thought and effort in cultivating the good-will of your 
local newspapers. They are human just as we are, and if we are 
considerate we will find that they are not to be outdone in matters of 
courtesy and cooperation. 

Join forces with your nearest hospital neighbor, whenever it is 
possible to do so. In other words, promote hospital conferences and 
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work together, to improve local conditions. We have such meetings 
here in the Pittsburgh territory, and we are justly proud of what 
they represent to us. 

See to it that your charges for private and pay service are at least 
equal to your costs for such service, and maintain an efficient system 
of collections, free from excessive sentimentality. 

Investigate the advantages of club, group, or community hospital 
buying, with a view to reducing your expenditures for foodstuffs, 
supplies, and other necessities. The plan is sound and increases the 
purchasing power of the dollar. 

Solicit endowments and bequests regularly. The recipients should 
not be offended by a dignified appeal, received annually, from your 
hoard of trustees, setting forth the justification and need for such 
an appeal. 

In localities where hospital participation in community chests and 
similar local aids does not exist, it might be well to consider seriously 
a pooling of hospital expenditures for the indigent, as the basis for a 
public solicitation of funds annually, or as the needs of the district 
may dictate. 

Promote a study of the possibilities of insurance, in relation to the 
income of your own and neighboring hospitals. Insurance in varied 
and appropriate forms may be the correct answer to many hospital, 
medical, and nursing ills. It is not at all impractical to take under 
consideration forms of group insurance, in the hope of establishing 
plans whereby patients, formerly of moderate means, can be restored 
to a self-supporting basis, insofar as the costs of medical, nursing, 
and hospital services are involved. Personal liability insurance, as a 
form of relief from the financial burden borne by our hospitals in 
caring for persons injured in motor car and other street and highway 
accidents, should be included in this study. 


ow WE ALL agree upon the importance of operating the hospital 
within its income. Knowing full well how difficult this is under 
present conditions, we take the liberty of advancing one or two sug- 
gestions, which should be of help in this direction. Much has been 
said of the acceptability and wisdom of reducing hospital salaries and 
wages. Generally speaking, such action is not constructive, but at 
this particular time it would seem to be dictated and in keeping with 
the general trend. As to the extent of any contemplated reduction, 
the requirements of your own institution should be the deciding factor. 
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The cost of supplying nursing service in the average hospital is 
considerable. Why not discontinue your allowance to student nurses 
and use the funds to greater advantage? Eventually, in all probability, 
the exception will become the rule: that is, instead of giving a stipend, 
hospitals will charge a matriculation fee, plus tuition, as an aid to 
maintaining the schools of nursing, which at this date are almost 
without exception a drain upon the maintenance accounts of the 
hospitals of which they are a part. 

Group nursing, in addition to being less expensive for the patient, 
has possibilities as a source of revenue for the hospital. If properly 
organized, this type of graduate nursing care can be made mutually 
beneficial, to patient and hospital alike. The profession of nursing 
has entered upon a new era, not only in the education and training 
of the pupil nurse, but in the manner of employing to the best ad- 
vantage the services of graduate nurses. It is now largely a question 
of accepting the situation gracefully and lending a hand toward 
stability, in the establishment of a new basis for nursing service, both 
in and out of the hospital. 

We are now entering upon the concluding paragraphs of this paper. 
It is for you to determine whether or not it has contained anything 
of value for you and the trustees of your hospitals. In all events, a 
portion of what has been said will require some thought, before the 
management of your hospital will wish to take any action; but while 
we urge deliberation, please do not mark time. We must throw off 
the apathy that has been gripping us and act! If any of us seriously 
question this statement, we have only to continue a “do nothing” 
policy long enough, to fully qualify for the condolences of friends. 

The need is growing for increased effort along legislative lines. 
We must be constantly alert to keep in touch with affairs in Harris- 
burg; so much so that we may well believe the task too arduous to 
be longer looked after by a volunteer committee of the association. 
At any rate, the continuity of the legislative committee should be 
carried on from year to year, if we hope to obtain results, and in 
addition, active cooperation should be maintained with the American 
Hospital Association in matters of legislation. 

Your attention is directed to the splendid exposition offered again 
this year. You will wish to make it up to the exhibitors for this 
vote of confidence in our hospitals, and in the business relations which 
exist between us. These friends of ours have yet to fail in helping 
to make these annual assemblies financially possible. Please con- 
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tribute your share of time and interest in making the exhibits a suc- 
cess from the viewpoint of the companies represented. The benefits 
should be mutual. 

My sincere thanks are extended to the officers and trustees, as well 
as to the chairmen and members of the various committees, who, by 
their efforts and support, have made possible the advancements of 
the year about to close. For our executive secretary, Mr. Howard I. 
Bishop, and the heads of our legislative and membership committees, 
is reserved, however, my very special appreciation and deep gratitude 
for their unselfish and unswerving devotion to duty, on behalf of the 
members of this Hospital Association of Pennsylvania. 

Finally 
at first glance would seem to be the impossible, to-wit: /mprove 
hospital service and spend less money in maintaining it at par. 





it remains for us to give a practical demonstration of what 
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A Study of the Yearly Expenses of the 
Training School for Nurses at the 
Massachusetts General Hospital 


By Patrerson, TEELE, AND DENNIS 
Accountants and Auditors, Boston 

Eprror’s Nore: Through the courtesy of Dr. F. A. Washburn, of the 
Massachusetts General Hospital, THe BULLETIN is afforded the opportunity 
of publishing the report of Patterson, Teele, and Dennis, accountants and auditors, 
who made a study of the yearly expenses of the training school for nurses at 
that institution, showing the expenses which might be eliminated if the training 
school were to be discontinued. 

N SCHEDULE A, appended, we present a summary of the yearly 

costs relating to the training school for nurses, amounting to 

$187,877.25, and the yearly cost per student nurse of the Massa- 
chusetts General Hospital, amounting to $661.54. This vearly cost 
of $661.54 per nurse includes interest, depreciation, and insurance on 
nurses’ home, amounting to $115.31, but if such charges are excluded 
there results a yearly cost of $546.23 per student nurse. 

In Schedule B, appended, we show a summary of the yearly ex- 
penses in connection with the training school for nurses which might 
be eliminated if the training school should be discontinued, amount- 
ing to $133,811.32. 

We submit below further comments in regard to the data summar- 
ized in Schedules A and B, and shown in detail in Exhibits 1 to 8, 
inclusive : 

Student Nurses in the Training School 

The number of student nurses of the Massachusetts General 
Hospital training school and affiliates averaged 296 each month for 
the year ending December 31, 1930, as shown by the “monthly school 
count” of the training school office and this average count is sum- 
marized as follows: 


Student nurses at the General Hospital.................. 178 
Probationers at the General Hospital ................... 51 
Student nurses at the Baker Memorial .................. 24 
Student nurses on affiliation at other hospitals............ 31 


Student nurses of other hospitals at the General Hospital... 12 





PE ain ean inva ea a oR bees koa eee 296 
Salaries and Living Expenses of Training School 
Personnel: $36,695.94 
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The yearly salaries and living expenses of the training school per- 
sonnel, amounting to $36,695.94, include payments to doctors for 
lectures, the entire salaries of instructors and assistants, a percentage 
of the salaries of the superintendent of nurses and her assistants, and 
a percentage of the salaries of ward nurses and supervisors engaged 
in part time instruction of student nurses, as shown in Exhibit 1, 
appended. 


Miscellaneous Training School Expenses: $2,870.42 

This item includes scholarship allowances, expenses of publishing 
school information, advertising, expenses of the training school office, 
and allowances for educational equipment, as shown in Exhibit 2, 
appended. 


Miscellaneous Administration Expense: $1,200.00 

This amount represents the estimated value of the services per- 
formed for the training school for nurses during the year by the 
purchasing department, the bookkeeping department, cashiers, ‘‘store,”’ 
and other administrative departments. The value of such services is 
estimated at $4.22 per student nurse. 


Graduation Expenses of Training School: $1,105.90 

The above amount represents the cost of diplomas, refreshments, 
nurses’ school pins, and other expenses connected with the yearly 
graduation exercises of the training school, as shown in Exhibit 3, 
appended. 


Cost of Text Books: $1,400.12 

The cost of the student’s text books covering the period of the 
three-year course amounts to approximately $14.80, or a yearly cost, 
per student, of $4.93. The cost of the individual text books is shown 
in Exhibit 4, appended. 


Cost of Students’ Uniforms for One Year: $5,816.32 

The dresses, aprons, bibs, caps, etc. required for each student for 
the training school course of three years are estimated to cost $61.45 
or a yearly cost per student of $20.48. The details of the cost of 
students’ uniforms are shown in Exhibit 5, appended. 


Cost of Student Nurses’ Laundry: $7,141.75 

It is estimated that the laundry expense of a student nurse amounts 
to approximately $26.95 a year. The average weight of a student 
nurse’s weekly laundry is approximately 8.7 pounds, and nearly all of 
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this laundry comes under the heading of starch work. The cost rec- 
ords of the laundry show that the average cost of all starch work 
amounts to $.06337 per pound. Using the foregoing cost as a basis, 
the average laundry of the student nurse amounts to 55 cents each 
week and this weekly rate of 55 cents times 49 (the number of weeks 
during the year when the student is at the hospital) results in a cost 
of $26.95 per student, per year, as mentioned above. 


Cost of Student Nurses’ Silverware and Dishes: $903.65 

This amount represents the yearly allowance for replacement of 
silverware, dishes, and paper napkins allotted to student nurses. The 
yearly allowance per student for replacement of silverware, dishes, 
and paper napkins is estimated at $3.41 per student. The details 
in connection with this amount are shown in Exhibit 6, appended. 


Cost of Student Nurses’ Sickness: $3,340.00 

The cost of student nurses’ sickness during the year is estimated at 
$3,340. Of this amount $100 represents the estimated expense of 
caring for students with ec ntagious diseases sent to the Massachu- 
setts Memorial Hospita’:. No charge has been made by the 
Boston City Hospital for student nurses of the Massachusetts 
General Hospital confined there with contagious diseases. The 
balance, or $3,240, represcuts the estimated expense of student 
nurses’ sickness on the wards during the year. The cost of student 
nurses’ sickness on the wards is based on the number of days during 
the year 1930 that student nurses were confined to the wards. In 
arriving at this amount we ascertained that sixty-two students were 
confined to the wards during the year, fifty-three because of tonsil 
and adenoid operations, and nine other students for miscellaneous ill- 
nesses. In computing the expense of such illnesses we have multi- 
plied the ward rate of $5.71 per day by the number of patients’ days 
(567) during which the students were confined to the wards within 
the year. No data have been prepared showing the number of days lost 
by students who were confined to the infirmary, inasmuch as all 
expenses incidental to the infirmary were charged to the nurses’ home. 


Cost of Rooming Student Nurses: $40,557.25 
The expenses of housing student nurses at the various nurses’ 
homes and the cost of rooming students at the Baker Memorial Hos- 
pital are summarized as follows: 
Witleott Poses 2 taboos ns Goes aeeees $ 7,603.11 
bc | reer rere rr tre ere ery rie rere oy 13,932.40 
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ey ND NNN acne’ e whee Ko ees Ca Sbddc ems 6,421.74 
PeAOE IVE IOBIAI 23. carerces avalils rte nl eGie Oa ciele es Deb ote 12,600.00 
MS Bo Seledea See Eh pei aie ills Banal lee $40,557.25 


The students are housed at the Walcott House, Thayer Home, 
90-92 Charles Street, and at the Baker Memorial. The expenses 
incidental to the three nurses’ homes mentioned above include sal- 
aries, wages, supplies, heat, light, and other expenses. The average 
yearly cost per person at the Walcott House is estimated at $110.19; 
the average yearly cost per person at the Thayer Home is estimated 
at $114.20; while the average yearly cost at 90-92 Charles Street is 
estimated at $164.66 per person. The items included in the fore- 
going costs are shown in Exhibit 7, appended. 

The expense of rooming students at the Baker Memorial Hospital 
is estimated at $360 per year, per person. The increase in the expense 
of rooming students at the Baker Memorial in comparison with the 
expense of rooming students at the nurses’ homes is brought about by 
a maintenance allowance of $30 a month made by the Baker Memorial 
to each nurse living out, because living quarters are not available for 
such nurses in the Baker Memorial. 


Cost of Feeding Student Nurses at the General Hospital: $50,399.90 

The average cost of a day’s board for the year 1930 at the General 
Hospital was estimated at $.637. A statement showing the manner 
in which this cost is arrived at is shown below: 


EOE sain ae wakake ee nee aon vad cotta ae $ 43,228.02 
IN i sinig td % Clase re ace alae aS Rie tociccs ea 15,452.56 
ae te INE TOD 8 os hin os wena nwch oer 188,182.87 

$246,863.45 
en INN os ts Ne ean eyes obs ican 387,479 
Average cost of board per day ...........eeceees $.637 
Cost of student nurse’s board for year (344 days).. $219.13 


The number of nursing days per student nurse per year at the 
General Hospital (344 days) times the cost of board for one day 
($.637) results in a yearly cost per student nurse of $219.13, and a 
yearly cost of $50,399.50 for 230 student nurses, as shown above. 


Cost of Feeding Student Nurses at Baker Memorial: $10,799.95 
The average cost of a day’s board at the Baker Memorial for the 
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four months ending April 30, 1931 was estimated at $.897. A state- 
ment showing the manner in which this cost is arrived at is shown 


below: 


ee eee Ree ree eo ee $ 6,179.54 
CUI 6 555 £0. hese en ee eae eke 5,377.87 
Costiok tincooked food ©. ck cece eee oo es Sees ae 19,139.15 


$30,696.56 


ONE OE GINS eae in ees ec s eee 34,237 
Average cost of board per Gay 2.6. <i ee cssensseaine $.897 
Cost of student nurse’s board for year (344 days)... $308.57 
The number of nursing days per student nurse per year at the 
Baker Memorial (344 days) times the cost of board for one day 
($.897) results in a yearly cost per student nurse of $308.57, and a 
yearly cost of $10,799.95 for thirty-five student nurses, as shown 


above. 


Yearly Income from Tuition Fees: $7,100.00 

A tuition fee of $50 is required from each probationer at the time 
she begins training and the yearly amount of such fees is based on 
the probationers admitted for the year 1930, who numbered 142. 

No attempt has been made to include in the attached statements 
the bank interest received on tuition fees and no allowance has been 
made for refunds of tuition fees, as such refunds occur only in very 
rare instances. 


Interest, Depreciation, and Insurance on Nurses’ Homes: $32,746.05 

The yearly expenses of the training school, amounting to $155,- 
131.20, have been supplemented by items of Interest, Depreciation, 
and Insurance on Nurses’ Homes, amounting to $32,746.05, which 
are summarized as follows: 


PB TSRO REIS ctct's ee ce ae oe a ne Oe ee $23,097.40 
eR ee eT Ere ee eT ere 9,240.55 
FERGEISAMNOCG | Poccg tel ho peek tc eae a on Gi eae ean a 408.10 

$32,746.05 


An interest charge of 5 per cent or $87.16 per nurse has been based 
upon 5 per cent of the cost of the Walcott House buildings, estimated 
at $238,421.20, and the furnishings and fixtures therein, estimated 


at $7,382.62, or a total investment of $245,803.82, divided by the 
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number of persons living therein, or 141. Insurance charges of 
$.0883 per $100, or $1.54 per nurse per year, have also been based on 
the cost value of the Walcott House. Depreciation at the rate of 
2 per cent per annum or $34.87 per nurse has also been based on the 
same fixed asset values. The foregoing cost of $123.57 per year for 
interest, insurance, and depreciation has been included in computing 
the cost of maintaining student nurses at the Massachusetts General 
Hospital with the exception of General Hospital students on affil- 
lation, 


Yearly Training School Expenses which might be 
eliminated if training school should be discontinued: $133,811.32 
We have also prepared and submit in Schedule B, appended, a 
summary of yearly training school expenses amounting to $133,811.32 
which might be eliminated if the training school should be discon- 
tinued. In Table 4 we have shown the total amount of $16,576.06, 
which represents the salaries of lecturers, instructors, and the assist- 
ants, a percentage of the salaries of the superintendent of nurses and 
her assistants, and the salaries of others, which might be eliminated 
or reduced if the training school for nurses should be abolished. 
Other expenses of the training school such as graduation expenses, 
cost of students’ text books, uniforms, laundry, and the cost of 
housing and rooming such students, which are shown in the same 
amounts in Schedule B as were stated in Schedule A, would be 
eliminated if the training school for nurses should be discontinued. 
As mentioned elsewhere in this report, tuition fees amounting to 
$7,100 were received from probationers for the year 1930, and this 
yearly income would be lost if the training school for nurses should 
be discontinued. 


General Observations 


As shown in Schedule A, the yearly expense of maintaining and 
instructing a student nurse for one year amounts to $661.54. As 
shown by Schedule I}, the yearly expense per student nurse, which 
might be eliminated if the training school should be discontinued, 
amounts to $471.17. However, it should be borne in mind that this 
reduction in the training school expenses does not necessarily result 
in a saving to the hospital because other expenses would be incurred 
through the substitution of graduate nurses in the place of student 
nurses, who are now performing a large part of the professional 
nursing service on the wards. 
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As previously mentioned herein the average number of student 
nurses, probationers, and affiliates was 296 each month for the year 
1930. This number is summarized as follows: 


Student nurses at the General Hospital.................. 178 
Probationers at the General Hospital................... 51 
Student nurses at the Baker Memorial................. 24 
Student nurses on affiliation at other hospitals........... 31 
Student nurses of other hospitals at the General Hospital... 12 
RONDE Seiete as cwceieahee ey caewieea te eeee eee ee 296 


Irom Schedule A, it will be noted that the total cost of maintain- 
ing and training student nurses for the year amounted to $115,131.20 
before the inclusion of Interest, Depreciation, and Insurance on 
Nurses’ Homes. If we divide this yearly expense by the number of 
student nurses at the Massachusetts General Hospital (284) we 
arrive at a cost per student nurse per year of $546.23. 

In attempting to make a comparison of the yearly expense of stu- 
dent nurses with the yearly expense of the equivalent number of 
graduate nurses, it is first necessary to estimate the number of 
graduate nurses that would be required to replace student nurses 
on duty at the General Hospital and at the Baker Memorial. In 
the opinion of Miss Sally Johnson, superintendent of nurses, the 
number of graduate nurses required to replace the present student 
nurses would be approximately 75 per cent of the number of student 
nurses. As shown above, the student nurses, probationers, and 
affiliates at the General Hospital and the Baker Memorial num- 
bered 205. If graduate nurses should be substituted for the above 
student nurses, it will be seen that the number of graduate nurses 
required would be approximately 199. The hospital must house and 
feed these graduate nurses, and also pay them an estimated minimum 
salary of $80 monthly, and we show below a summary of the 
expenses incidental to the employment of graduate nurses, which are 


as follows: 








Salary—estimated at $80 per month................ $ 960.00 
Living expense : 

IEC OMEED Bets 51 oe oar easy Foerster ae rena $143.47 

PROCES EE OEE eer ee 230.94 

Ce UNS rr Te ee 26.95 

SNE i6 hake Seba pew es 3.41 404.77 
DOE x55 hee s RRO ee ee $1,364.77 
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We have shown in this report that the average cost per student 
nurse per year amounts to $546.23. If the training school for 
nurses should be discontinued, it would be impossible to eliminate 
the entire cost of $546.23 per nurse because, while some of the 
salaries of the training school personnel might be reduced and the 
salaries of others might be done away with, the salaries of certain 
executives in charge of graduate nurses would still continue. 
Therefore, the total yearly cost in connection with the training 
school which might be saved if the training school should be dis- 
continued would amount to $133,811.32, as shown by Schedule B. 
Assuming that 199 graduate nurses at $1,364.77 per year would be 
necessary to replace 265 student nurses, we arrive at a total yearly 
cost of the graduate nurses of $271,589.23, as compared with the 
yearly expense of student nurses of $133,811.32 which might be 
eliminated, or an increase in yearly expense of $137,777.91. 

In connection with the yearly cost ($546.23) of maintaining and 
training the student nurse at the Massachusetts General Hospital, 
we desire again to point out that this cost per student nurse is 
arrived at by dividing the yearly cost of the training school by the 
number of student nurses of the Massachusetts General Hospital 
(284), which includes thirty-one students of the Massachusetts 
General Hospital on affiliation. If we divide the yearly expenses 
of the training school ($155,131.20) by the average number of 
student nurses (exclusive of those on affiliation elsewhere) employed 
in the hospital service at the General Hospital and Baker Memorial 
(265), we obtain a yearly cost per student nurse of $585.40, as 
compared with the yearly cost of $1,364.77 for the graduate who 
would replace the student nurse. However, as previously mentioned 
herein, only 199 graduate nurses would be required to displace the 
265 student nurses on hospital service at the Massachusetts General 
Hospital, but the aggregate yearly cost of the smaller number of 
graduate nurses would largely exceed the aggregate cost of the 
present number of student nurses. 

We submit below a condensed comparative summary relative to 
the yearly cost of the graduate nurse and the student nurse at the 
Massachusetts General Hospital, as follows: 
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Before including After including 
Interest, Depre- Interest, Depre- 


ciation, and ciation, and 
Insurance on Insurance on 
Nurses’ Homes Nurses’ Homes* 

Yearly cost of 199 graduate nurses........... $271,589.23 $296,179.66 
Yearly cost of 284 student nurses of the Massa- 

chusetts General Hospital ................. 155,131.20 187.877.25 

DIEROLCBEC. eon. Reais wees coer we eee $116,458.03 $108,302.41 

Yearly cost of the graduate nurse............. $ 1,364.77 $ 1,488.34 


Yearly cost of the student nurse (based on 284 
student nurses in the Massachusetts General 


EIOSIMIADD — 5. cdi ve cae nce ramen amea aces 546.23 669.80 
DeRGROET 5.02 ck eee ee ee $ 818.54 $ 818.54 
Yearly cost of the graduate nurse............. $ 1,364.77 $ 1,488.34 


Yearly cost of the student nurse (based on 
yearly cost of training school divided by the 
average number of student nurses in hospital 
service at the Massachusetts General Hos- 
pital and the Baker Memorial (265) exclu- 
sive of 31 student nurses on affiliation else- 
WNGEO)? acdarccceseunenes eee a asenen 585.40 708.97 








DEMCECNEE) ose wlsiodecn xe scence oes $ 779.37 $ 779.37 


*Computed as shown on pages 44 and 45. 


A review of the foregoing statistics indicates that it is to the 
financial advantage of a hospital the size of the Massachusetts Gen- 
eral Hospital to conduct its own training school and thus reduce 
the average nursing cost per patient. 

In Exhibit 9, appended, we submit statistics taken from a report 
of C. F. Neergaard, page 295 of the TRANSACTIONS OF THE AMERI- 
cAN HospitaL Association, Volume 32, 1930, relative to the yearly 
cost of the graduate supervisor and the general duty nurse, as com- 
pared with the yearly cost of the pupil nurse, and we have supple- 
mented these statistics by similar information relating to the Massa- 
chusetts General Hospital. These costs include any compensation 
paid, housing, feeding, cost of administering the department of 
nursing, and, in the case of pupil nurses, all expenses directly attribu- 
table to teaching. 

In conclusion we desire to express our appreciation of the assist- 
ance rendered to us by the superintendent of the training school and 
her assistants during the course of our investigation. 
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Exhibit 2 


MASSACHUSETTS GENERAL HOSPITAL 


STATEMENT OF YEARLY MISCELLANEOUS EXPENSES OF THE 
TRAINING SCHOOL BASED UPON THE RECORDS 
POR THE YEAR 1950 


Amount 
Simmons College—8 students in Public Health Nursing............ $ 240.00 
SUK OCHO AMS INS TAU OO SCAG isco corse Be sete aie ao eae OR bese ead 600.00 
Gost of “Tramine School) Announcement’ ..:....4...ccciciie ces celeste 405.00 
Cost of “List of Alumnae”—published about once in every four years 
CSI OAC UREA epee Se oe earn gE eee pm Cee rarer 87.00 
CMC TICES Teel: cr AERO PR Re! ae ee Re eA Te Ie 1,000.00 
Depreciation on Training School Office Furniture and Fixtures (5% 
SEMIN) acscrstenn tacete vie pci g Gee Pee eat aS PL SRG BIRT eG 43.75 
Rin eeD Pore enniSe SOUS. 2060 vcinv aoe + Chiao wae Aeohweaeacs 50.00 
@fice Supplies, ‘Stationery, “Postage, €tC. 66k oes dsaceesaccdeews 250.00 
Car Bares for Students on AGMations cs... occ ccc sacs vee sneew eens 6.80 
Cost of Educational Supplies and Equipment: 
IEA 4ta ay os ns raise aaers-o er eaeen wvea satel ol tesla eee ie oleae ENS $ 90.00 
ROTATES i soy roar sia sere er see tats tetar «le rouT sgh its ote Sereu eraieos ptald var erate eel 90.00 
Pe ALOLALOry: SGUIPINCNE: «4.060% cs eaten viamicsoaredens 450.00 
RVR EOMI Dc ceripssasscosterent ioist ars eros cary cloiasaminteconre annie vareeriare 60.00) 
Lh PET ROCESS aa RE aves an ae ne on ei ne eee eer Cerrar 150.00 
PeAURR EINES: 65:5 S00k cs Kaien We hes iain la anak wr Ca ai bake 13.65 
Blankets, Sheets etc., on Beds in Thayer Home, Dum- 
BARES MOS Paral gr ee ce ars TASS ATR Lye Ke Tore Satelite anv 225.00 
FROTELENCE TROD) otscon chess Gace ew nana ae ew ne 800.00 
$1,878.65 
10% Yearly Allowance for Depreciation and Renewals of 
Educational Supplies and Equipment....................0005 187.87 
<0 10S a Ue Order oe ao ee ne eo $2,870.42 


Exhibit 3 
MASSACHUSETTS GENERAL HOSPITAL 
STATEMENT OF YEARLY GRADUATION EXPENSES OF THE 


TRAINING SCHOOL BASED UPON THE RECORDS 
FOR THE YEAR 1930 


Amount 

Graduation Invitations—Printing and Mailing....................0-- S. Fa00 
Dap OMAS— Printing Cand WE MSE TAV MIL so b.acve, <cs%e cierscacs. pavers vied avdioeiv.oe ese 98.80 
LOBOS, RST Cs BERMU ircls Mep eter oe ean CSR a wena er AS CR a ee ne ae 50.00 
PLIES Se TN Hoh Nicere act: eae Nava alae ee On Eermee eee a ta cee etal cay cle Pe noel aera 16.00 
PREMIER IENLES 5 50200 15 egies oe see ek RNs IARIING sia sia el Sle eR ee 240.00 
Reta! Wi gitar a ere Re gee ee AY me vb oe eee eka bam 24.00 
1S AE aE rE TEE er OTe ete eT 16.00 
Has iectl UD COM EL (NR, oop oe 2 sSlor a tres visthts ack LT SIR ROAE be ARR BD UPN ene 10.00 
DUTESES oe ESF. OF AEA DEIN sci: o5s. 5s 108s 1:6 bus uote h ws SUU SaaL do lat eee oes 570.00 
PBI CIM DATIAS SPOR ON UESOS MCPS! viadovnsat nlstose cre trarnga te lcneioieiaberoiotatae aisles 7.60 
2 Ce Ee \ DAR are Pg si Pe ee en aire ae a Se ee $1,105.90 











Exhibit 4 
MASSACHUSETTS GENERAL HOSPITAL 
STATEMENT OF THE YEARLY COST OF THE STUDENT NURSES’ 
TEXT BOOKS BASED UPON THE RECORDS 
FOR THE YEAR 1930 


Cost for Cost for 
Three One 
Years Year 
We Crae SIV UKRIRR oicdc Seni ES Semen nee eens $ 2.50 $ .83 
DO pt PELL, OC SE CCE er OE REI 2.50 83 
Gomes Pretary isis 2 cccne tosses tee owes 1.80 60 
tee Si AANOHENS (ic ciate cic od iocrale wae eek neltew aca cre rere eeraatene 2.40 80 
EPGPSOt 6 EE SGCIIAIS cles oe nS ba bck eine eae 2.40 80 
Parsons’ Problems and Obligations........0cceccecceees 1.13 38 
Comer ately Seater EOOlG oo 5) stan tele s ai de ee ee lee a 1.39 46 
E_RANTIN AMIE BOOS? 60436 ocd oxo etel a eats ce oem nees .68 “a 
SE OVE MEAS ass crao'ad colon na ear tee waa ae ee ene $14.80 $4.93 


Exhibit 5 
MASSACHUSETTS GENERAL HOSPITAL 
STATEMENT OF THE YEARLY COST OF THE STUDENT NURSES’ 
UNIFORMS BASED UPON THE RECORDS 
FOR THE YEAR 1930 











Cost for Cost for 
Three One 
Years Year 
Dresses: 
o Shists Go Shee. ik. oes tccteee $ 5.64 
4 Winter’ Waists @ $3062 .ecc6sccc.s dade 12.32 
4 Summer Watsts (@ $2.24. .<sccs.sscesscs 8.96 $26.92 $ 8.97 
AUPEONS 12 = Gr SOSH. selinawe come aw ueee owes 10.20 3.40 
Bibs —9 Gl SOG: ee sictervee Save wnadalincen ae < 1.47 49 
Caps=36"(@ SUEPe. . oo Ae eevocsien eeu 11.16 3.72 
Calts=—§7' 06> @) SOU) eno ccockcuteo seen: 2.50 83 
Studs and Cuff Buttons— 
SEO claret hoe Laks we PEN eee $0.83 
Re aac iaknacna eraser creaaennne 42 1.25 42 
Colaes—-12" (Gli (SO 1Gs 2 iis ketenes 2.00 67 
Cape=- Bt Gy Somes asd oe ae to oa aes 5.95 1.98 
(10 1, | rere eee ema ene Pa een ar Un enn cubrayr em ae $61.45 $20.48 


——_—_+04—_—_ 





Exhibit 6 
MASSACHUSETTS GENERAL HOSPITAL 
STATEMENT OF THE YEARLY COST OF THE STUDENT NURSES’ 
SILVERWARE AND DISHES BASED UPON THE 
RECORDS FOR THE YEAR 1930 


Cost per 








Silverware, Dishes and Napkins: Student 
DESSERT SPOONS <isisieielasircie.oesesens acest $3.60 per doz. $6.30 
Teaspoons (2 allowed each nurse).. 2.02 per doz. 34 
{ERC SS a ER SE iran chy area era 4.05 per doz. .34 
IRGUIV OS. cis nso Acco braces reels soe aan o> OU DEERGOZ- BA: 
SS osauciai ore i oe era SAS awake asc RIDER COE: 2 
BSUIOON S| - cctdpas Save odd oRtO a eivedsoie vies 1.65 per doz. 14 
Plates (2 allowed each nurse)...... 2.25 per doz. 38 
SSAUICE PAIGE Hs, 55. sears eceraible: nase beter cere 1.76 per doz. 29 
Bread and butter plates........... 2.25 per doz. 19 
BGWAB: Sires sate wee om 656 ood ese ONDE OL. il 
CEEAMMCES 5c ebb: Xe HAE MOKA CAKE Ce CODEN O02: 19 
MOAR S © Wa Si2-0 2 elses ace iene ae ORR Ales .38 per doz. 03 
WETS secs sa lease tek remera Benen eek 9.00 per doz. #5 
ARSC SALA SOISHES § 6: cc eis sce mptate 6.38 per doz. $6.38 
SUGAR DOWIS: bios cna dos ceeuwcese. LOOMED GOZ, ~2:05 
Salters and peppers................ 2.44 per doz. 2.44 
SGISUATC IONS 70.6, sro. b/s a Featiesavorp ere ers 4.50 per doz. 4.50 
WiRe@aT CEUCES: 5. sisisie) 66 a0-v'e-s's 80-0 ew SEO Pek GOZ. 2.25 
Bitter SOMAMIORS” < cossnec cle nneu sees, 3.45 per doz. 3.45 

$21.65 

(Cost for 24 tables—$43.30 + 265 students)............. 16 

$3.92 

(Estimated yearly allowance for replacements—6624%)......... 
Paper naplans@ S060 per UOC Sx, oos6.0. 5: se 0 css’ Seles neon lon 


Exhibit 7 
MASSACHUSETTS GENERAL HOSPITAL 
STATEMENT OF THE ESTIMATED Y 
NURSES’ HOMES BASED UPON THE REC- 
ORDS FOR THE YEAR 1930 





Yearly 
Expense 
per 
Student 


2.61 
80 


$3.41 





EARLY EXPENSES OF THE 











Walcott Thayer 90-92 

House Home Charles St. 
AARC ATI WARES 5 64 So5.os 3 a/cies eis eee $ 4,380.54 $ 3,785.93 $ 2,527.46 
NA STASMIA SSeS 28 ac tir: ites aol scone eet Oise 1,199.17 1,249.39 427.73 
SLOPE TECUISITIONS ~ o:0ie!5-4:4:c00-0sjccarweucetvere see 1,274.85 800.26 435.28 
Gc rte 0 2c, 1 a ee 2,280.00 2,220.00 1,140.00 
Lapnt-oheatoand POWer. oo... cd... cnceeees 3,386.40: 2,830.08 940.69 
RAS Mn a Soret Marden k cates syehice arakiorenieis cece 36.85 24.40 33.66 
RNR sie, Succes crcl sacar ese eie uu menan Sarai 780.12 1,663.03 119.60 
Bird CORNER oreo east hak Stier en toerotneseare 105.15 91.50 28.86 
Maintenance—Salaries ................. 1,644.95 1,397.36 891.15 
Maintenance—Supplies ................. 216.18 162.63 132.29 
(CED 1 ae A A 224.87 567.05 239.25 
OLE EE eee eee he aan ee ere = ae Eee meta ls 
CARNE OSE: Slice onrenerceet eon een w bee $15,537.48 $14,731.63 $6,915.97 
Persons: lnvanevatchomes«<.<6556c0 cso cna 141 129 42 
AVORARE*COSt «PEI! PERSONS, i 5-5 o 6 ccce oe cons $ 110.19 $ 114.20 $ 164.66 
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Exhibit 9 


MASSACHUSETTS GENERAL HOSPITAL 
STATEMENT SHOWING THE YEARLY COST OF THE GRADUATE 
SUPERVISOR AND THE GENERAL DUTY NURSE AS COMPARED 
WITH THE YEARLY COST OF THE STUDENT NURSE AT SEV- 

ERAL HOSPITALS 


Yearly Cost 








of the 

Graduate Yearly Cost Average 
Supervisor and of the Daily 

the General Student Census 

Duty Nurse Nurse of Patients 

PAE RARAN CIS 555 oe Sosien ea oe aoe e ee $ 1,897.72 $ 948.24 242 
ERI EAIMES) 555.2 Siaasi stores Grower ieee 2,028.88 1,018.21 168 
PAOSPME AID ciacicis scaniearee oer aw ete ees 1,515.15 992.12 130 
ECORI MO ro aio.) vik ods! eore los a Swe SaES 1,895.05 1,077.52 91 
PIGS laces ite. cde ad eek sha oniaeess 1,747.95 914.84 91 
Massachusetts General Hospital........ 1,364.77 546.23 381 
OMNES, Sisco ese olay 0 oho nines eee $10,449.52 $5,497.16 1,103 
Average annlial: COSt. 64.6 .ccconsine cower $ 1,741.59 $ 916.19 184 


Nore: In connection with the foregoing comparative statistics we desire to 
point out that the methods used in accumulating the various costs relative to 
salaries and maintenance of graduate nurses and student nurses at the other 
hospitals shown above are unknown to us and possibly are not on bases com- 
parable with those employed in accumulating similar expenses at the Massachu- 
setts General Hospital. 

While we have made a comparison of the yearly costs of graduate nursing and 
student nursing at the Massachusetts General Hospital with costs at other hos- 
pitals, it should be borne in mind that the average daily census of patient days 
at the General Hospital of the Massachusetts General Hospital for the year 
1930 amounted to 381, a daily average much higher than any reported for other 
hospitals under comparison. Thus it will be seen that we are making a com- 
parison of the yearly cost of the student nurse at a large hospital with the cost 
of the student nurse at smaller hospitals where the cost per student nurse is 
higher. For illustration, if the number of student nurses at the Massachusetts 
General Hospital should be reduced one-half, as regards the total of accepted 
students, probationers, student nurses on affiliation, and affiliates at the Gen- 
eral Hospital, and if we assume that the same training school personnel is 
necessary to teach and administer these nurses, there would be an increase in 
cost of approximately $150.00 per year per student nurse because of the de- 
crease in the size of the training school. 
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The Hospital Superintendent and 
Business Depressions’ 


By L. A. Sexton, M.D. 
Superintendent, Hartford Hospital, Hartford, Connecticut 


CANNOT SEE that business depressions affect hospital superin- 

tendents differently from everyone else, except perhaps more 

so. Hence we assume that anything affecting the hospital per se 
affects in a like manner the hospital management, since our lives and 
work are so inseparably tied up with our respective institutions. 

It is only within the last generation that hospitals have meant much 
in the care of the upper strata of society or even to the man of 
moderate means. It has been only since the more universal practice 
of sending everyone in the community to the hospital when they 
become ill that the attention of the world has been focused on hospital 
costs and maintenance. Prior to this age it meant a certain amount 
of taxation and the income from the endowments created by a com- 
paratively small number of philanthropic citizens. The literature, 
therefore, has been of little help to us beyond the statements that 
portions of some institutions, and all of others, had to be closed, 
much the same condition that exists at the present. 

Now that hospitals, with all that they mean—a haven to practically 
every family in every community, housing, nursing, and doctoring 
one out of every ten in the community every year, with their 
$3,854,000,000 in assets, and occupying as they do the fifth place in 
the world of big business—-have taken a more comprehensive position 





in the minds and affairs of all the people, whatever affects the com- 
munity in any way, particularly economically, affects the hospitals. 
They are the first to feel the grim hand of depression and the last of 
our economic structures from which this load is lifted. 

Hunger, that saps our people of their vitality and resistance, 
poverty, that goes hand in hand with disease, sow the seeds from 
which our institutions reap their deficits. The ill effects of depres- 
sions do not start or stop with the poor. There has been no period 
in the history of the world that has claimed so many of our able 
administrators as has the past decade, which only goes to show that 
the higher the position and the greater the responsibility, the more 
acutely is felt the stress of the conditions under which we are living. 
There has never been a period of activity or depression when the 


1Read before the New England Hospital Association, Boston, February 5, 1932. 
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pendulum has not swung too far. The fact that one extreme always 
follows another should give us hope. That this depression, severe 
as it is, might have been expected to follow on the heels of a period 
of prosperity during which the lowest of our servants became bloated 
bond-holders, is not to us now surprising. Our only surprise is that 
we should not earlier have been forced to seek a level more in keeping 
with the rest of the world, who have since the end of the war been 
struggling continuously with conditions as bad as or worse than the 
present situation. 

To dwell on past adversities is seldom profitable but to all who have 
become downcast by the present depression it cannot do any harm to 
have a look in retrospect. Turning back the pages of history, we 
find accounts therein that closely parallel the experiences we are now 
going through. History cannot but repeat itself and we feel sure 
that if these conditions were righted on other occasions, they will be 
righted again. This is not an optimism born of desire and resting 
on no secure foundation, but an optimism which is predicated on 
what has gone before, which takes account of the wealth and re- 
sources of our country and the proved capacity of the American 
people to overcome difficulties. 


os OURS Is a country that is by and large the richest in the world, 
one that has in recent years contributed sums to charity at home and 
abroad that are positively staggering. The figures are not available 
for 1930 but in 1929 the amount of contributions is estimated at about 
two and one-half billion dollars, which is more than one-third the 
cost of our national government, and about 3 per cent of our national 
income. Calvin Coolidge has wisely counseled that “instead of put- 
ting all the emphasis on the great amount of wealth our country has 
accumulated, some thought should be given to the amount it is con- 
tinually giving away.” 

Probably everyone here has read and reread that graphic descrip- 
tion of the panic of 1857 by Harper’s Weekly, but it is so expressive 
of our present condition that we think it will bear repeating. 

It is a gloomy moment in history. Not for many years, not in the lifetime of 
most men who read this paper has there been so much grave and deep apprehen- 
sion. In our own country there is universal commercial prostration and panic, 
and thousands of our poorest fellow citizens are turned out against the ap- 
proaching winter without employment. In France the political cauldron seethes 
and bubbles with uncertainty. Russia hangs as usual like a cloud, dark and 
silent, upon the horizon of Europe; while all the energies, resources, and influ- 
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ences of the British Empire are sorely tried, and are yet to be tried more 
sorely, in coping with the vast and deadly Indian insurrection and with dis- 
turbed relations in China. Of our own troubles no man can see the end. If 
we are only to lose money and by painful poverty to be taught wisdom, no man 
need seriously to despair. Yet the very haste to be rich, which is the occasion 
of this widespread calamity, has also tended to destroy the moral forces with 
which we are to resist and subdue the calamity. 

There is little in the conditions of the world today that is not 
described in the foregoing paragraphs. 

Our marketable securities have their bottoms all worn off from 
dragging on what we have been told for a year is the low point. The 
situation in India is even worse today than in 1857 and we are told 
cannot be saved without more salt. Conditions in China are grave, 
probably more so than at any time since the days of Jenghiz Khan. 
But dark as was the picture seventy-five years ago, it was not so dark 
that the sun could not break through to illuminate the economic skies. 
The nations survived their ordeals and our own in particular went 
forward to an era of then unprecedented prosperity. 

It was so after the depression of 1873, 1893, and again in 1907 
and 1921. I hope you will not put me down as a Job’s comforter 
when I tell you that we had a depression in 1837 that lasted for six 
years. Of course, at that time the population of the United States 
was only 15 million but they probably felt it as keenly as we do with 
our 120 million or more. In connection with the 1837 depression I 
would like to tell you a story. 

It has always been a custom of mine to try to do something con- 
structive on New Year’s Day. We had in our Old People’s Home a 
safe that had not been opened for thirty-six years. Of course no one 
knew anything about what it contained and our imaginations were 
allowed to wander far afield as to what we might be worth when this 
safe was opened, so on New Year’s Day we got a safe cracker and 
went at it, and after seven hours of work, which proved conclusively 
that we would not be a great success at safe blowing, we got in and 
all we found was a box of dominoes with this inscription on the top of 
the box: ‘These dominos were made by J. H. Most in 1837 in New 


York. All branches of business being at a standstill—a panic.” 


cw IN conclusion I should like to say that as a people we have 
been badly spoiled. The years of plenty during which the land flowed 
with milk and honey, automobiles, and radios gave to us a sense of 
luxury and security that belied our respective positions, and could 
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not continue at the expense, misery, and suffering of all other civilized 
peoples. That we have been forced to change our viewpoint by such 
drastic measures is merely our misfortune and that of our respective 
institutions. There is no doubt now in the minds of any thinking 
individual that we have to get back, not to the prosperous days of 
1925 to 1928, but to 1913 and 1914 when the purchasing power of 
the dollar was at par and production and consumption had a correct 
balance. Our wards are filled with men and women who have no 
funds with which to meet their expenses, and in many instances this 
is not the worst side of the picture; they have no desire to return to 
work unless they can go on earning at the rate at which they have 
been paid during these years of prosperity. Such times as those 
years brought will probably never come again. The world, and with 
it our hospitals, must undergo a general process of readjustment ; 
our perspective, which has been distorted by these years, must be 
reconceived, reéducated, and made to harmonize with an age very 
different from the wild orgy of the too recent past. Many alterations 
in our plans, substitutes, and makeshifts may be found necessary but 
the sooner we get our chins off our chests and our eyes off our toes, 
and look these facts squarely in the face, everyone doing his best and 
his bit, the sooner will we as a group make our share of the contribu- 
tion necessary toward a period of stability that has since the earliest 
history of these United States been characteristic of the American 
people. 





+ @¢——_—_ 





The thirty-fourth annual convention of the American Hos- 
pital Association will be held in Detroit, September 12 to 16. 
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The Relationships of General and 
State Hospitals 


By A. L. Bowen 
Superintendent of Charities, Illinois State Department of Public Welfare 


AM ASKED to consider the question, What should be the relation- 

ship between state hospitals and general hospitals ? 

The answer is: There should be no distinction requiring a 
relationship. State and general hospitals should constitute a hospital 
realm in which there is no cleavage; hence, no need for a code of 
relationships. 

However, I know that there is a cleavage. I know that, as a prac- 
ticable matter, there is reason for this question. The task of both 
classes is to amalgamate themselves and form one hospital system 
devoted to the treatment of human ills and to the discovery of the 
causes and the prevention of disease. To this end recent develop- 
ments, especially the improvement of the service of state hospitals, are 
directing us. 

The general hospital, reflecting the admissions of general medicine, 
is finding, concealed in nearly all its patients, various mental symp- 
toms and disturbances that affect their condition for better or worse. 

On the other hand, state hospitals are more than ever conscious of 
the presence of physical disturbances that affect the mental condition 
of their patients. 

The psychiatric dispensary has become essential in many gen- 
eral hospitals in the large cities. Psychiatry is given a higher and 
higher rating in medical education and is recognized in growing 
degree in the practice of our larger general hospitals. Registered 
nurses and state licensure boards are demanding, in no uncertain 
manner, a psychiatric experience to meet the recognized needs of 
even ordinary bedside nursing. 

In no place in the general hospital is psychiatric experience and 
training, for both doctor and nurse, of higher value than in the chil- 
dren’s wards. Here may be detected by the skillful eye those symp- 
toms of future mental disability correctible, possibly, in early child- 
hood. 

The state hospital in the progressive states has shaken off its 
prison forms and habiliments. Gone are the days and practices of 
medicinal and mechanical restraint. Gone are the old forms of archi- 
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tectural cruelties. In their place are the psychiatrist and his many 
therapies—occupational, hydro, recreational, etc.—and the influences 
of good taste in environment, colors in walls and furniture, homelike, 
cheerful surroundings, a maximum of liberty, a loosening up of rigid 
regulations, and above all, scientists with an enthusiasm for study 
and research. 


The modern, up-to-date state hospital may boast of as good surgery 
as is practiced in general hospitals—better sometimes, I think, be- 
cause in dealing with the insane the surgeon must depend solely upon 
his own skill in diagnosis, since he receives no dependable codpera- 
tion from his patients. 


ews =Every specialty in medicine is encountered in the state hospital, 
from surgery to eye, ear, nose, and throat. Even gynecology and 
obstetrics are not without abundant material for the specialist on the 
state hospital staff. 


Public fear and aversion of the state hospital are passing. Many 
of them serve the general public in a large way. The Chicago State 
hospital is an illustration. Located on the northwest corner of the 
city, it is the only hospital in an area of several square miles. Beyond 
lie the flying fields of Cook County, innumerable golf courses and 
public highways, always congested with traffic. Toward the city one 
goes two miles in any direction without encountering a hospital. 
Hence, into this great metropolitan state hospital there pass daily the 
emergencies that this area produces—accidents in aviation, in traffic, 
in sports of all forms. All receive first aid treatment in this institu- 
tion. 





An abandoned young woman called at the office for help. She was 
about to become a mother. She and her child were cared for and left 
only when they were able to go. 

Following a cyclone in that section of the city, hundreds of injured 
were cared for in this institution. 

The general hospital in the larger cities should be able to give a 
similar assistance in mental emergencies, if, indeed, they should not 
be prepared to take in and treat all forms of mild acute psychoses. 
If general hospitals were able to furnish such a service, it is alto- 
gether likely that many persons would be saved legal commitment to 
state hospitals. At any rate, general hospitals, except in the rural 
communities, could provide accommodations for mental patients await- 
ing the proceedings necessary to their transfer to a state hospital. 
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Such accommodations would substitute infinitely better service than 
the common barred and vermin infested jail is able to give. 


cw 1 SEE NO REASON why general hospitals and state hospitals may 
not complement each other in using to mutual advantage all their 
facilities for education and training. The young man who expects 
to do general practice or to specialize in private practice should have 
every opportunity to study and observe the rich material present in 
every state hospital. Nurses in training or seeking postgraduate work 
ought to find ready for them the instruction and experience that only 
state hospital wards can furnish. 

Both groups of hospitals today have common problems in architec- 
ture, construction, planning, internal management, dietetics, recrea- 
tion, equipment, research. Each can help the other in all these and 
many other questions. 

The rigid standards that general hospitals have adopted for their 
own development and service might well be applied to state hospitals, 
with whatever variations are necessary to meet their peculiar condi- 
tions, such as state control and support by legislative allocations of 
funds. A standard that state hospitals should attain may be outlined 
with no more obstacles than general hospitals encountered in their 
efforts along this line. 

State controlled institutions are often victims of inertia and in- 
dolence on the part of their administrators—faults that are inherent 
in the system of support. There is no profit-stimulation in state 
hospital service, no prod of necessity to make two ends meet to 
prevent bankruptcy. The legislature provides. If it is generous, so 
good; if it is niggardly, too bad. In either event, the state hospital 
gets along. Standards would inspire every state hospital superin- 
tendent and staff to the best work they could do with the facilities at 
hand. If one institution in a given state undertook to meet the 
standard requirements, all the others would follow. After all, the 
spirit of emulation can be put to work in any group of state hospitals, 
even in the absence of standards necessary to accrediting. 

Most of our progressive states have built up their state hospitals 
by this very method. One or two hospitals, under wide-awake, ener- 
getic superintendents, have taken the lead. Self-preservation and 
self-respect have forced others to follow. The formulation of stand- 
ards would give additional zest to this competition and, in states 
more or less dormant in this field, would start the blood flowing. 
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General hospitals may be of inestimable service in promoting this 
matter of standards for state hospitals. 

As one interested in state hospital development in every aspect of 
service, I trust that within the next few years all artificial and tradi- 
tional barriers between the two types of institutions may disappear in 
a mutual recognition of the fact that both are engaged to the same 
ends. 





+04 


A Deserved Award 


One of the signs of the times that is particularly interesting to 
our hospitals is the action of the Kiwanis Club of a prominent In- 
diana city, which, in reviewing those agencies or individuals who had 
contributed most to the welfare and advancement of their city in 
the past year, selected a hospital as the recipient of its “Award of 
Merit.” 

This award was presented by the Kiwanis Club of Elwood, In- 
diana, to Mercy Hospital in that city, which is owned and operated 


by the Sisters of St. Joseph, in recognition of “outstanding welfare 


service to the community.” 





The thirty-fourth annual convention of the American Hos- 
pital Association will be held in Detroit, September 12 to 16. 
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The Trustee We May Trust’ 


By C. H. KAMPHOEFNER, D.D. 
Secretary, Board of Trustees, Methodist Hospital, Sioux City, Jowa 


OSPITALS, as a rule, like most modern benevolent institutions, 
are governed by a board of trustees. The measure of their 
success depends largely upon the character of these leaders. 

It is important that they be dependable and true. All our hospitals 
are looking for the trustees we may trust. This is not merely a play 
on words. The leadership of any organization or of any institution 
is important. It is peculiarly so in the management of a hospital. 
Fortunate is that “house of healing’’ whose governing body can be 
trusted. Not that many of us have a lot of money intrusted to our 
care. Unfortunately we have little to handle. As hospital trustees 
we have some sort of kinship to the Methodist minister who, coming 
to preach in a church much more ritualistic than his own, was asked, 
“Are you used to a surplice?” “Not a surplus,” he replied, “only a 
deficit... Who of us does not know the embarrassment of that con- 
fession? We know too well the implications of the small boy’s defir 
nition of a deficit: “It’s when you haven't got as much as if you just 
hadn't nothin’.” 

3ut even those of us who are not intrusted with vast sums of 
money do have great and important responsibilities—no less than 
the health and happiness of great numbers of our neighbors and 
friends. The survey committee of the American Hospital Associa- 
tion, in 1924, defined the functions of the board of trustees as follows: 


“1. To determine the policy of the institution with relation to the 
community needs. 

2. To see that proper professional standards are maintained in 
the care of the sick. 

“3. To coordinate the professional interests of the hospital with 
administrative, financial, and community needs. 

“4. To direct the administrative personnel of the hospital in order 
to carry out the above policy. 

5. To provide adequate financing by securing a sufficient income 
and by enforcing business-like control of expenditures.” 

To realize the first four of these aims the board of trustees is 
usually content to follow the leadership of the superintendent and 
the hospital staff. Here perhaps we trustees function rarely, except 

1Read before the Iowa Hospital Association, Sioux City, March 9, 1932. 
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as the experts disagree. We are not expected to have technical knowl- 
edge of matters of administration, nor of medicine or surgery, as 
are the superintendents and the doctors. Even to the extent that 
we do shine in these matters, we shine under a borrowed light. A 
young woman heard a gentleman of considerable experience regret 
that he had failed to keep abreast of the scientific advance of his age. 
“IT do not even know,” she heard him say, “how the incandescent light 
is produced.” “Oh, I know,” she said, “you just press a button and 
the light appears at once.” Even though we look wise and sophisti- 
cated, we are ready to admit in confidence that our knowledge of 
many of these technical matters goes no deeper than that. 

3ut even in these more professional phases the alert and interested 
trustee may serve a useful purpose. For practical common sense is 
invaluable in the application of every law and every principle. Every 
hespital trustee can at least weigh each proposal of policy in the scales 
of common sense and practical experience. He can insist, too, that the 
institution be held to its real purpose of healing the sick and that this 
purpose be not thwarted nor obstructed by the selfishness of anyone. 

The right kind of trustee will recognize the importance of a proper 
esprit de corps in the hospital he represents. He will do his very best 
to keep discord out. He may not be able to do it in as lofty a way 
as the colored minister who had in his flock a woman of meddlesome 
reputation. When she asked him one day, “Can you tell me the differ- 
ence between the cherubim and seraphim?” he was suspicious, but 
he was also alert, for he replied, “They had a difference, madam, but 
they have made it up.” Harmony is an indispensable requirement 
for our success. The right of everyone to seek redress for grievances 
is recognized but this should be through the superintendent, not 
around him. No wise trustee will make it easy for the disgruntled to 
broadcast their complaints, and certainly he will not descend to snoop- 
ing. A mischievous boy, advised by his teacher to turn a deaf ear 
to temptation, replied, “I ain’t got a deaf ear.’ It is possible we may 
be hearing altogether too much. While striving to be just to all, 
we must respect the authority we ourselves have created if our institu- 
tion is to achieve even a fair measure of success. 

The right kind of trustee will give his time freely to build up his 
institution. He will accept the responsibilities of his position as well 
as its honors. He will always be found working in the interest of 
his community. He will covet a full understanding of and sympathy 
with the problems of the medical fraternity. 
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A hospitai trustee should have some knowledge of the simple rules 
of hygiene and sanitation. He will endeavor to see the inedical 
side of every hospital problem, as well as the economic side. He will 
want to keep abreast of the best hospital thought and methods of oper- 
ation. That does take time but it is worth the effort. It is much 
more thrilling than to cling to outworn methods. It is some trouble 
nowadays, to be sure, to clean the spark plugs occasionally, but do you 
remember what a task it was to go over the old horse with curry- 
comb and brush? And how limited our means of locomotion when 
the task was done! 

It is on the fifth and final function, as enumerated by the survey 
committee, that the hospital trustee can best justify the trust his insti- 
tution has reposed in him, viz., “to provide adequate financing by 
securing a sufficient income and by enforcing business-like control of 
expenditures.” This goal wisely takes account of both income and 
outgo. There are two ways of enriching any cause we work for: 
first, by finding money for it, and second, by saving money for it. 
Economy of administration is important to hold public confidence 
and to inspire generosity in giving. To that end, debts are to be 
avoided wherever possible. Remember what Poor Richard said years 
ago, “He that goes a-borrowing goes a-sorrowing.” We are living 
in difficult times, but there has been some compensation in that many 
of our institutions have under necessity developed short cuts and 
devices that would never have been thought of in the easy-going time 


of prosperity. 


os Bur EcoNomy has its limits, its ne plus ultra. The story is 
being told of a man who attended an automobile show and was per- 
suaded by a smooth salesman to buy a carburetor guaranteed to cut his 
gas consumption 50 per cent, by another to buy a timer that would 
save him 30 per cent, and by still another to take a spark plug that 
would save him 20 per cent, with results so amazing that after going 
only five miles his gas tank overflowed. Some argue that a dollar 
saved in salaries is worth just as much as a dollar saved in supplies, 
but many a business has found that too drastic a saving in the pay- 
roll has brought most tragic results. A tight-fisted policy is unwise. 
It is folly to put hundreds of thousands of dollars into a plant, and 
shop for the cheapest person to be found to run it. It is well to 
remember that we are not buying labor, but brains. The salary is 
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incidental to efficiency. The man who asks the most may be the 
cheapest in the long run. 

At no point do we find hospital boards so uncertain about policy, 
so much in doubt as to what is good business, as on the question of 
keeping a financial secretary in the field. It is easy enough to per- 
suade the average hospital board that it is good policy to keep in the 
field someone who will seek to persuade the friends of the institution 
to remember the hospital in their will, or by giving estate notes. But 
too often the fact that immediate results are not forthcoming results 
in a wavering policy. We do not have the patience and the faith to 
sow the seed and wait for results. Too often we are like children 
who sow the seed one day and dig it up the next to see how much it 
has grown. That is childish, and it is a poor policy for adults. “When 
I became a man, I put away childish things,’ declared the apostle 


se 


‘aul. And his contemporary, James, warns: double-minded man 
is unstable in all his ways.” Beware of the wit'-o’-the-wisp of im- 
mediacy. 

One fertile field of usefulness for the hospital trustee is in some 
provision for the necessary free and part-free work that comes to it. 
Hospitals being generally tax-exempt, we owe such a service to the 
community. Besides, we keep before us a certain ideal, which is that 
no one who is ill or injured, no matter what his financial status, his 
religious belief or race, shall be turned away provided there is room 
for him, and we endeavor to see to it that there is zoom. But it 
is easy to swamp a hospital with charity work. Strictly speaking, 
there is no such thing as free work. Somebody pays; if no one else, 
the hospital. It is not ethical to add it to the bills of others. It is 
ethical to ask the friends of the hospital to provide this service. Hence 
our auxiliary organizations, like the American White Cross. What 
fine opportunities for doing good are to be found in such organ- 
izations ! 

In this sketch I have sought to show a few of the ways in which a 
hospital trustee may justify the confidence his institution has reposed 
in him. His work is no less important than that of superintendent, 
staff, and nurses. We read in the record of the early church that so 
great was the confidence of the masses in the disciples of the Great 
Physician that “they even carried out the sick into the streets, and 
laid them on beds and couches, that, as Peter came by, at the least his 
shadow might overshadow some one of them.” What a sublime 
confidence! But we too, in a way, whether surgeon, physician, super- 
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intendent, nurse, or trustee, may be representative of the healing 
shadow to many all about us. May we be so faithful to our par- 
ticular responsibility that we may hear at length from the lips of the 
Great Superintendent His “Well done, thou good and _ faithful 


servant.” 


The Need for a Study of Community Requirements in Building 
New Institutions 


Mr. Homer Wickenden, the general director of the United Hos- 
pital Fund, in an address before the Hospital Council of Essex 
County, described hospitalization in New York City as a “big busi- 
ness.” It represents a total investment of $200,000,000 and a week- 
ly expenditure of $1,100,000. Of this sum 45 per cent comes from 
taxation, 40 per cent from paying patients, and 15 per cent from 
gifts, legacies, and endowments. According to this estimate 60 
per cent of the hospital expense is for the treatment of patients who 
are unable to pay. Mr. Wickenden stated: 

Hospitals, like other big businesses, are subject to economic law. They can 
suffer, and they have suffered, from overcapitalization and expansion, unused 
facilities, obsolescence, and inflation and deflation. Industry has readily con- 
fessed during the last few years that many of its difficulties are due to a lack of 
economic planning and codperation within industry, and hospitals would do 
well to recognize the same need. 

During the last ten years there has been an overbuilding of accommodations 
for private patients in New York, so that even before the depression many of 
these private beds were empty. According to standards set up by some of our 
best hospital authorities, Manhattan has tco many hospital beds already—and 
is continuing to add more. Bronx and Queens are underhospitalized, while 
Brooklyn and Richmond have all the beds they can use. 

The hospital situation in New York, as described by Mr. Wicken- 
den, is closely akin to the experience of other metropolitan centers. 
Practically all these centers are overhospitalized. Hospitalization 
has reached the saturation point, but in spite of this and without any 
study of the needs of the various communities, cities, counties, states, 
and the federal government are building new institutions, and 
churches, philanthropists, and wealthy organizations are providing 
funds either for the erection of new hospitals or for the expansion 
of others, greatly in excess of the needs of the communities at pres- 
ent and for many years to come. 
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e +. e 1 
Administration 
By Davin R. Craic 
Research Bureau for Retail Training, University of Pittsburgh, Pittsburgh 


WAS INVITED to address this meeting, I think, for two principal 

reasons. The first is that hospital administration, in which you 

are all interested and engaged, is really a huge business under- 
taking, as you know much better than I. The second reason is that 
in the past twelve years I have spent my time in research work and 
educational work in the field of business management. Those who 
have invited me here have probably felt that the methods of research 
which have been successfully used in business may have some bearing 
on the problems which you are facing. And as I have briefly surveyed 
the problems of the hospital directors, I believe they are right. 

What I have to say will be presented in the three parts into which 
it logically falls. I shall comment first on the hospital as a business 
institution, second on the achievements of research in business 
methods, and finally I shall suggest some of the ways in which a unit 
for research and training in hospital administration might be of real 
use to you. 

Before I begin, I should tell you what you will shortly discover for 
yourselves. My knowledge of hospitals is limited to the reading 
which I have been able to finish during the past few weeks. I have 
studied your magazines, and I have read the reports of the New 
Orleans convention of the American Hospital Association in 1930. I 
have seen clippings and articles about your work. But I am quite 
sure that I have not got the feel of your work. It has always been 
mysterious to me, like the medical science on which it is based and 
which it distributes. I mention this deficiency so that if I make any 
gross exaggerations or omissions you will correct them out of the 
wealth of your own experience. 


I 
Tue Hospirat As A BusINEss INSTITUTION 
It is fundamental, but it is not always clear, that hospitals collec- 
tively are a huge industry, and that each one is a business institution. 
The hospital industry has been compared frequently to the hotel 
business, and it is true that in many ways it resembles the hotel, in 


1Read before the Hospital Association of Pennsylvania, Pittsburgh, March 17, 1932, 
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the sense that it is a place for people to stay when they are not at 
home. But there are many other kinds of business which are brought 
to mind more quickly than hotels. In size alone, the hospital industry 
is like the steel business. In the fact that it buys a great many items 
during the year, products of different sorts and for different uses, it 
is like every business. It employs many workers, and so do other 
kinds of institutions. It is like business in general in being over- 
expanded, with plenty of idle capacity. It is like the various depart- 
ments of the department store, each one competing for a share of the 
customer’s resources, just as the physician and the hospital and the 
nurse are competing, so Mr. Rorem says, for their shares of the 
patient’s resources. It must be like business, for I have seen again 
and again in your records and reports statements about the “con- 
stant shortage of money,” the “difficulty in getting enough money to 
run a hospital,” “more money is what is most needed.” 

Yet it is more interesting to recognize the points of difference be- 
tween the hospital and business in general. First, and most impor- 
tant, it is almost purely a technical affair. It requires highly skilled 
professional services, services which cannot be found except by going 
to a justly proud, self-conscious group of physicians and surgeons 
who have spent laborious decades in acquiring their specialized abili- 
ties. No other large business is so clearly technical. Second, the 
hospital’s product is more intimate and vital to its customers than any 
other business product. Health always, and sometimes life or death, 
hangs in the balance. Third, and partly on that account, the hospital 
business is more strongly affected by the public interest than most 
other businesses. Its product is often given away free to the public 
as a matter of social policy, just as the government gives its parks. 
And its support is often a matter of public concern. Supported by 
the public, and in turn supporting the public, it differs much from 
what we usually think of as private business. 


Instead of comparing the hospital to the hotel, then, let us com- 
pare it to a municipally-owned and operated street railway system, or 
to a municipal power company. There is much point to this compari- 
son. For one thing, the problem of public attitudes becomes much 
clearer, and the need for satisfactory service. For another, if there 
is a deficit it is made up by taxing the public; if you have a deficit, 
you persuade your public to tax itself. But more important, funda- 
mentally, than either of these, is the fact that by comparing your 
business with the municipally-owned public utility you see more 
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clearly the problem of overhead costs, the importance of accounting, 
the ways in which depreciation and interest on investment take their 
invisible tolls; and you see more clearly, too, the relation of these 
costs of idle capacity to the problem of community planning in hos- 
pital construction. 

There is one other aspect of hospital administration which differs 
from ordinary business, or even from the extraordinary business of 
public utilities. That is the function of training, both of nurses and 
of interns. In private business it is done to some extent, but it is not 
recognized by the public as an indispensable part of the industry’s 
work. It complicates the hospital director’s work, but since it is not 
the training problem with which I am concerned, I shall not refer to 
it again. 

Hospital administration, then, is the problem of conducting a tech- 
nical, intimate, and public business. But it is a business, and the 
work of the head of the hospital resembles the work of the ordinary 
general manager of a manufacturing or merchandising corporation so 
closely that the methods of private business may throw some light on 
hospital affairs. 

II 


RESEARCH IN BusINEsS MANAGEMENT 


It is only during the last two decades that business managers have 
been really interested in what research could do for them. Prior to 
that time there was plenty of economic research, but in the applica- 
tions of economic research to business practices, or in the specific 
study of business practices, no progress had been made except in 
isolated instances. 

In the last few years, however, tremendous progress has been re- 
corded both in university schools of business administration and in 
the research divisions of private business. The various predicaments 
in which business managers have found themselves have been studied 
just as problems in your laboratories are studied: the attempt has 
been to isolate and understand the controlling factors, and to invent 
ways and means of bringing them into the realm of human control. 

These attempts have been of three varieties. First, we have had 
many statistical studies of the rise and fall of prices, of costs, of the 
variations in costs, of profits, of wage payment plans, of the results 
of various marketing practices, of consumers’ needs, and now even 
of consumers’ attitudes. As a result of these studies we have an 
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astonishing amount of information about business achievement and 
failure, and much of it has been prepared and published in a form 
that can readily be used by the executive in improving his daily work. 

Second, in addition to the quantitative studies we have seen many 
qualitative analyses of method and procedure. In our own Research 
Bureau for Retail Training at the University of Pittsburgh, organized 
in 1918 and supported ever since by the Pittsburgh department stores, 
this has been our primary problem—the improvement of procedures 
and the better understanding of their use by executives and employees. 
It is our practice to isolate the difficulties which make up any problem 
in which the stores are interested, and find out how those difficulties 
have been overcome in the successful experience of other merchants 
The report consists not so much of a pamphlet for anybody to read, 
but rather of a program, a first step, a second step, a third step, and 
so on, which can be used by the executive most intimately concerned. 
The quantitative analysis and the opinions of store executives deter- 
mine the problems which we work out by these methods. 

Third, there is another qualitative type of problem for which the 
method of the difficulty analysis is not suited, and for this problem 
the case study is used. It is of great value in recording the history 
of some important decision or in the establishment of a fundamental 
business principle. 

These three methods have all been used in forwarding the progress 
of the science of business. It is noteworthy that the centers of busi- 
ness research have also been the centers of teaching, particularly at 
the beginning, but that trade associations and other combinations of 
like enterprises have made rapid strides in the more recent develop- 


ments. 


cw I SHOULD LIKE now to present two examples of the research 
work in the special field of business, retailing, with which I am most 
familiar. The first example was sponsored about ten years ago by 
the National Retail Dry Goods Association and has been a continuing 
service to retailers ever since. The work is performed by the Harvard 
Bureau of Business Research and is reported annually at one of the 
association’s conventions. Each department store or specialty store, 
if its management chooses, submits its operating expenses and its 
merchandising results to the Harvard bureau on schedules which have 
been issued. ‘These figures are analyzed and summarized in various 
ways, and the report is eagerly awaited each year and carefully 
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scrutinized. It gives every retailer who is a member of the association 
a good idea of what the average department store has accomplished. 
Enough stores are submitting the reports to make the study a repre- 
sentative one, so that retailers can tell how well they have succeeded 
as compared with the average retailer. A recent innovation has been 
the provision of what are known as goal figures, as well as the 
median figures. The goal figures show not what the average retailer 
did, but what better-than-average retailers did. Of course, before 
these comparisons were possible it was necessary for the controllers 
of the department stores to put their accounting systems on the same 
basis, and for many years they have profited from a standard classifi- 
cation of accounts. The reports provide comparisons by many minute 
subdivisions of expense and merchandising results, so that there is 
enough detail to be really useful. The Harvard figures, as they are 
called, are generally regarded as valuable, and in many stores they 
are an indispensable check on current accomplishment. 


The second example is the work of a voluntary association of non- 
competing department stores, all of the same type and character, 
formed not only for research but for codperative buying. It is their 
research in the field of method which concerns us here. At their 
central office they maintain a staff of research specialists whose duty 
is to investigate ways of improving management methods, promotional 
ideas, and merchandising practices. As they constitute a small and 
homogeneous group it is possible for them to report their results by 
stores, and their confidential operating results in each department are 
identified in their monthly exchanges of information. From these 
figures each store can discover who is most successful in, say, the 
promotion of furniture, or the control of delivery expense, or the 
advertising of hosiery; then the interested executives can get on a 
train and visit the successful store and actually see how the success 
was achieved. There have been many trips of this sort, and they 
have led to clinics, invited by unsuccessful stores, to study the ailing 
departments. The savings and the gains from this work can be com- 
puted in dollars and cents. Several associations of stores are now 
engaged in this kind of work. 

These two examples are enough to make the point specific. The 
point is that research in business management is going on steadily 
and profitably. It results in real information which can be used, and, 
among those who know best how to use it, it results in improved 
practices. There are many retailers, of course, who still do not know 
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how to use the results of research, but that is sometimes (not always) 
the fault of those who write the reports. Out of the reports of the 
Harvard bureau, and from other public sources, there is slowly 
develoring a science of business management. 

Along with the development of the science has come the profes- 
sional training of business men. ‘The development of factual content 
has not yet reached the point where it can be compared with the 
material which a physician must absorb before his fellow-physicians 
admit him to the fellowship. But the emerging profession of business 
management is centered at the centers of research. In most bureaus 
the training of students goes hand in hand with the solving of prob- 
lems. In our bureau at the University of Pittsburgh, for instance, 
we use the students as research assistants, and they combine their 
research work with a kind of internship of practical experience in the 
stores so that they are well fitted for minor executive positions upon 
completion of our course. Moreover, the outlet of teaching is an 
additional stimulant for the research professors, for they have some- 
thing which they can do with their findings immediately. 

3ut it is important to notice that in the centers of greatest progress 
the research work, rather than the teaching, is the main purpose. 


III 


RESEARCH AND TRAINING IN HospiItAL ADMINISTRATION 


In the literature of hospital administration which I have read I 
have found many problems which lend themselves to the kinds of 
study just described. I should like to conclude this paper with a 
brief statement of some of these problems, and a suggestion, made, 
as I said before, in all humility, about the possibility of research units 
for hospital administration. 

Obviously, no outsider can possibly describe—he cannot even 
imagine—the many problems which need to be studied. As [I state 
the selected list of eight problems, I should like to have you remem- 
ber that they were chosen for honorable mention because some dis- 
cussion of them has appeared in your proceedings and in your maga- 
zines, and I have taken for granted, on that account, that they are 
worth attention. I shall justify my selection by asking you to ask 
yourselves, in connection with each problem, whether you would be 
helped by an authoritative summary of fact and opinion collected by 
disinterested but eager and alert research specialists from the best 
hospital in the country. 
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Your most serious problem is idle capacity, for I read much about 
your need for money on one page and on the next page I discover 
that only about half of your beds are occupied. If this is a defect of 
community planning, you will want to study the communities with 
the highest occupancy, in order to find out how they were able to plan 
so well. If it is a problem of competition, you will approach it in 
other ways. 

Closely related to it is the problem of costs. What you need is a 
collection of Harvard figures based on comparable accounting systems 
with naticn-wide reporting. First you need to know what your costs 
are, second, how they vary, and third, why they vary. This is prob- 
ably the first problem that should be attacked by the research agencies 
which I shall suggest. You can guess that the study will cost money, 
especially at the start, but there is no question but that it will save 
money for everybody in the long run, and in addition to the money 
saved through more efficient operation, you will increase your incomes 
by the more intelligent pricing of accommodations and services, and 
by being able to present an informed and dramatic statement of your 
needs to the public. at large. 

A third problem is the financing of current operations. Some 
methods are more effective than others. What are they? How is 
the support of the public to be solicited? What is to be done with the 
uncovered costs of your free services? What are the best practices 
by items, showing the 





in arranging and billing your hospital fees 
charge for the operating room, the anesthetist’s service, the room, 
_all separately, or all lumped together in a predetermined flat rate? 

Fourth, the problem of staff organization should be studied. There 
are really several problems here. One of them is your obvious under- 
manning and overassignment. Your telephone clerks, for instance, 
appear to have too many different kinds of responsibilities, especially 
when they must maintain the standard of the institution for courtesy 
and sympathy. I read of head nurses being required to act as 
accountants after ten hours of supervising the operating room staff. 
I do not understand how you maintain staff loyalty under these 
conditions. 

A fifth major problem concerns the work of that paragon of virtue 
and responsibility, the ideal hospital director. I wish, by the way, 
that you would stop calling him “superintendent,” for that word, to 
many people, means nothing better than head janitor in an apartment 
house, and if Mr. Clark’s description of his work is even slightly 
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accurate, he is much more than that. He is responsible to the trustees 
and must maintain friendly and productive relations with them. His 
relation as an executive to the technical staff must be exceedingly 
complicated. A job analysis and a difficulty analysis of this position 
should be extraordinarily productive. 

Sixth, the minimum standards of hospital construction and equip- 
ment should be established. There are excellent papers in this field, 
but I have not seen any which are all-inclusive and final. It may be 
that the answer to hospital construction, for the next few years at 
least, is “Don't.” But if hospitals are to be built there should be 
authoritative standards. 

Seventh, there is probably a need for manuals of standard practice 
in many different aspects of hospital administration. Many standards 
are required for certification, but I am speaking now rather of ad- 
ministrative and business practices. 

Kighth and last, the training of nurses is sure to be improved if 
the well known techniques of educational research are focused on it. 

These are problems which seem important to an outsider. As in- 
siders you will think of many more, perhaps of greater importance. 
I have suggested these as typical. The fact that you have committees 
of the American Hospital Association at work is evidence that you 
recognize the need for study. But committees are made up of active 
executives who have many other things to do. Either their executive 
work suffers or their committee work suffers. No hospital executive 
can possibly have enough time to make the type of research report 
which I have been thinking of. An example is the excellent com- 
mittee report on Hospital Planning and Equipment presented by 
Dr. Howland of Boston at the New Orleans convention of the Ameri- 
can Hospital Association in 1930. It is full of valuable ideas and 
suggestions. But I feel safe in saying that Dr. Howland would not 
claim for this report any final validity, but would agree that a 
specialized research worker, spending full time on the project, could 
have developed a more complete and inclusive statement. 

These comments lead naturally to the two suggestions about the 
organization of needed research. 

The first suggestion, stated briefly, contemplates the sponsoring of 
a fact-finding research bureau in the field of hospital administration. 
The logical sponsor is the American Hospital Association. The 
logical location for such a bureau is in some university. It should 
receive the assignment of collecting, analyzing, digesting, and report- 
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ing all the known facts about American hospitals that will help to 
solve specific problems of hospital administration. It should be the 
center from which a scientific hospital administration can slowly 
emerge. It should be concerned with all hospitals in America and 
should be a service and information bureau for them. 

The second suggestion can also be stated briefly. The central re- 
search bureau will serve all hospitals, but there is always a good 
deal of inertia in so large a group. Much faster progress can be made 
here and there by forming one or two smaller associations of hos- 
pitals, taking care to keep them homogeneous, for the exchange of 
detailed information and for intervisiting. In cases of this sort each 
hospital will require a research director to act as the clearing house 
for the preparation and distribution of reports, as well as the receipt 
and installation of methods that are found useful in other hospitals. 
The greater immediate profit for any single hospital should come 
from the smaller associations, although the expense is correspondingly 
larger. 

In both of these suggestions we have a good nucleus for the train- 
ing of the hospital administrators of the future. In the university 
bureau a plan like our own at the bureau can provide formal class 
instruction, hospital experience in some form of apprenticeship, and 
practice in research work. In the research directorships of the smaller 
association, if the research directors are properly chosen, you should 
have an excellent source of assistant hospital directors. In both cases 
the development of the training and the development of the science 
of hospital management can go hand in hand, as they should. 

In what I have said I have been dogmatic. I have told you what 
you should do. But I am only a sheep in wolf’s clothing. I am an 
outsider, looking at your problems, and trying to comment on them 
simply, so as to save your time. Nevertheless I cannot help being 
impressed with the possibilities of research and training in your field. 
You are a big business, and your problems are business problems. In 
private business we have made substantial progress through research 
and training, and there is every reason to believe that you will be 
equally successful if you try it. 

I hope you will. 





The Detroit convention of the American Hospital Association 
will be our largest. 
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A Dynamic Theory of Hospital Construction 


By N. W. Faxon, M.D. 
Superintendent, Strong Memorial Hospital, Rochester, New York 


N THAT quite remarkable book, The Education of Henry Adams, 


the author presents what he terms “a dynamic theory of history,” 

whereby through the establishment of certain historical points, 
fixed by a combination of time and epochal changes, he would he 
able to project history backward into the past or forward into the 
future and predict the approximate time when a given period would 
give way to a succeeding one. An additional part of this theory was 
the acceleration of historical events which mark the progress of what 
we term civilization from one epoch to another. During the first 
three thousand years of recorded history, that is from 2000 B. C. to 
1200 A. D., these events occurred at such wide intervals and effected 
so little change upon the world as a whole that this whole period may 
Le considered as a unit. From then on events that profoundly in- 
fluenced civilization occurred with increasing rapidity, the frequency 
heing reduced from thousands to hundreds of years, to half centuries, 
to quarter centuries, until by 1870 the change from one epoch to an- 
other was reduced to a decade. 

Just as this is a true picture of the transitions taking place in the 
world as a whole, so is it a true picture of what took place in medi- 
cine, and in that part of medicine dealing particularly with hospitals. 

From the earliest of recorded hospitals (about 1100 B. C.) to the 
middle of the Eighteenth Century, hospital construction followed no 
definite plan. Hospitals formed parts of temples cr churches during 
the earlier periods. Occasionally institutions were built primarily 
as hospitals, but just what their construction was or how they were 
planned is not known. Beginning with the founding of the Hotel- 
Dieu in Paris, about 600 A. D., churches, palaces, and buildings of 
any kind, so long as they were large encugh, became hospitals at the 
designation of the Pope or Bishop, King or duke or rich benefactor. 
They were not hospitals in the modern sense but rather places where 
the sick poor could be housed or bedded. As need arose and money 
was obtained, the original building or buildings were expanded or 
added to, usually without definite plan, other than to provide a 
memorial for the donor or builder, and very incidentally accommoda- 
tions for more patients. From about 1000 A. D., many “hospitals” 
were founded, but in all of these the religious element predominated 
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Ficure 1. To illustrate the conglomerate type of hospital 
—a building originally built for use as a monastery 
adapted for use as a hospital. 


and no definite type of building, primarily designed as a hospital, 
was produced. The institutions that resulted, during this long period 
of nearly three thousand years, have been referred to as the “con- 
glomerate type” of hospital, and that description fits as well as any 
other. The Hotel-Dieu of Paris and St. Bartholomew of London 
are two famous examples of conglomerate hospitals. The plan of 
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the Hopital Necker at Paris, which was developed from a Benedictine 
monastery, represents this type (Fig. 1). 

In 1738 the Royal Infirmary of Edinburgh was built along a defi- 
nite plan which departed from the old conglomerate type, and marked 
the beginning of a new era in hospital construction, which was to 
become known as the “block plan.’’ The important point was that 
this building was planned deliberately to be a hospital and to provide 
proper accommodations for patients and for their care. The building 
was four stories, or 60 feet, high and 200 feet long, having a central 
portion with the main entrance, great hallway, and offices, with wings 
extending on each side in which were the wards for patients. These 
wings also had extensions to the rear at right angles, providing addi- 
tional wards, so that the entire building was in the shape of a large 
square U. On the first floor were kitchens, laundry, stores, and other 
service rooms, and on the fourth floor a large amphitheater for stu- 
dents, which was also used as a chapel. There were beds for about 
two hundred patients. An essential point in this type of hospital, to 
which particular attention is called, was that passage from one part 
of the building to another was by necessity through the patients’ 
wards. To go from the central portion to one of the 12-bed wards 
at the end of one of the wings, it was necessary to pass through 
the large 24-bed wards on each side of the main hallway. This was 
later to prove a very real defect, but the planning of this building, 
the actual provision of service rooms, the attention paid to ventila- 
tion, and the deliberate provision of one window for every two beds, 
marked a tremendous advance in hospital construction. It was a 
good hospital, well planned according to the knowledge of that time 
and influenced, in fact, commanded, hospital construction for the 
next hundred years. New ideas, however, slowly took form, and 
finally, as they became generally accepted, introduced changes in 
hospital construction (Fig. 2 and 3). 

These new ideas came principally from the study and interest 
shown in ventilation of public buildings, including hospitals. This 
hegan in 1713 with a publication by the Cardinal de Polignae on 
Le Mécanique a Feu. Perhaps in part this study was: forced upon 
particular people because of the offense rendered to their noses by 
the exhalations from the unwashed who surrounded them, but there 
was also a growing conviction among observing medical persons that 
infections, such as erysipelas, hospital gangrene, puerperal fever, and 
similar diseases, might be the result of crowding patients into poorly 
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ventilated, poorly lighted rooms. Boerhave, Gerard von Swieten, 
Sir John Pringle, Dotriald Monroe, Richard Brocksley, and James 
Lund in Europe, John Jones, Benjamin Rush, and James Felton in 
America, all call attention to the improved physical condition of 
patients, to the lessening of hospital gangrene, and to the increased 
number of recoveries from surgical operations when patients were 
housed in small, well ventilated, well lighted units, even though they 
were poorly built and inadequately heated. From these observa- 
tions developed the theory of air-borne infection, as we would now 
designate it, and the belief that hospital sepsis was the result of poor 
ventilation. If this was the cause, the cure was obvious. Do away 
with the large, crowded, poorly ventilated wards of the older con- 
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glomerate and block hospitals, and substitute hospitals composed of 
small single story buildings, connected by open corridors. Place 
administration offices in one building, kitchens, laundries, and operat- 
ing rooms in separate buildings, the morgue and pathological build- 
ings as far away as possible, segregate the patients according to their 
diseases into small groups, and house each group in a separate build- 
ing. Then there would be less gangrene and fewer infections. 

It took seventy-five years for these ideas to develop and fifty years 
more before they were put into effect to any extent. It is always 
interesting and often surprising, however, to see how early a new 
idea is grasped and how far ahead of the final acceptance some 
pioneer has been. The first hospital that was influenced by this 
theory was built in 1764 at Stonehouse, near Plymouth, England, 
for sick seamen. The wards were placed in separate pavilions, twenty 
beds to the ward, and the windows were opposite, so as to give good 
ventilation. It was considered a model hospital. It was visited by 
the committee appointed by the French Academy of Science in 1786 
to report upon a plan with which to replace the old Hotel-Dieu, and 
from its detached buildings or pavilions they took ideas which guided 
them in preparing their famous report. This was in all probability 
the first “pavilion” hospital, ‘although this type of hospital cannot 
really be said to date from its erection.” 

This committee, which included some of the most progressive doc- 
tors in France, prepared a report in which they stated, “A sick ward 
should be entirely detached from other buildings, so that its walls may 
constantly be exposed to sun and wind, and that draughts of fresh 
air may constantly renew an atmosphere which is perpetually fouling 
itself,” thus giving expression to the theory that wards became 
saturated with something, they knew not what, that was likely to 
produce disease. They preferred that hospital wards should be of 
one story only, but as this required too much ground, the plan was 
modified so as to provide for separate building of two or three stories. 
Although a government edict for building was obtained in 1787, the 
French Revolution which followed prevented the carrying out of their 
plans and nothing was done in France until 1829 when the St. André 
General Hospital at Bordeaux, founded in 1390, was rebuilt accord- 
ing to the plans recommended by the committee forty years before. 
As rebuilt, it had 654 beds in twenty-four pavilion wards, arranged 
on either side of an open court, around which ran an open gallery or 
corridor connecting the pavilion on the ground floor. 
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The first real “pavilion” hospital definitely constructed as such and 
directly the result of this committee’s report was the Hopital 
Lariboisiére, begun in 1846 from plans furnished by Ganthier and 
finished in 1854. In spite of the fact that the Stonehouse Hospital 
and the St. Andrée Hospital were the real pioneers of pavilion hospital 
construction, the erection of the Hopital Lariboisiére really marks 
the beginning of the pavilion type of hospital, a type that was fol- 
lowed in practically all large hospital construction until after 1900. 
“This hospital consists of a series of pavilions arranged on two 
parallel lines, separated by an enclosed space laid out as a garden. 
There are six of these detached buildings for patients, containing in 
all 606 beds; in front are buildings for the offices, kitchens, and 
pharmacy, parallel with those for the Sisters and attendants; the 
laundry, chapel, operating room, baths, ete., at the end farthest from 
the entrance. The pavilions contain three floors of wards: one large 
ward for thirty-two beds and one small adjoining ward for two beds 
on each fleor. Each ward has a Sister’s room and a scullery; at the 
end are closets, baths, etc., and a spacious staircase gives access to 
the wards. All the pavilions are connected by a glazed corridor, one 
floor in height, over which is a terrace, used by convalescents and 
also as a means of access between the first floors when the weather 
permits.” (Fig. 4 and 5.) 

Much to the astonishment and regret of those interested in this 
type of hospital construction, it was found that the mortality in these 
new institutions was not materially less than in the older ones that 
they were condemning. This, they tried to explain, was because there 
was too little space between buildings, that three stories was too high, 
and that the corridors and stairways acted as chimneys to convey 
foul air and infection from one ward to another. They were partly 
right ; they had materially improved conditions and developed a plan 
of hospital construction which later on was thoroughly justified even 
though it had been developed from false premises and an incomplete 
and erroneous understanding of disease transmission. Their hygienic 
principles were sound. 
ow ABouT THIS TIME Florence Nightingale’s book, Notes on Hos- 
pitals, based upon her experiences in the Crimean War, appeared 
(1859), in which she recommended the building of hospitals so as 
to provide the maximum of fresh air and sunlight and in such a way 
as to promote cleanliness, and to provide adequate wash rooms, utility 


rooms, cleaning rooms, and toilets. She laid great stress on cleanli- 
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Figures 4 and 5. The “Pavilion” Hospital. Not the very first pavilion hospital, but 

che earliest example built deliberately along this plan. Note the corridors for passage 

frcm one part cf the hospital to another touch the pavilions only at the ends. The 
pavilions are three stories in height, the corridor one story. 
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ness, the avoidance of over-crowding, the provision of appetizing 
food in adequate quantities, fresh air with ample ventilation, and, 
finally, more cleanliness. The hygienic principles that she laid down 
are as sound today as when they were announced. They were aided, 
fortified, and explained by the scientific knowledge of the transmission 
of disease through bacterial infection that soon followed, but not 
changed or altered. 

The Herbert Hospital at Woolwich, built in 1863, carried out her 
principles of construction and was considered as a model for pavilion 
hospitals. There were seven pavilions of two stories each on a raised 
basement connected by a one-story corridor through the center. 
There were 650 beds arranged thirty-two beds to the ward. Each 
bed was allowed 1,400 cubic feet of space and there was one window 
for every two beds. Comparison with present specifications of the 
New York board of state charities, which are for 1,200 cubic feet 
for each bed, shows that more than ample air space was provided 
(Fig. 6 and 7). 

Contemporary with the pavilion hospital, but following in a less 
radical way the general plan of separation of buildings, was the 
“corridor” hospital. The essential difference in these two types of 
hospitals is the relation of the connecting corridor to the wards and 
ward buildings. In the pavilion hospital the connecting corridor stood 
by itself, touching the wards only at the ends or passing through the 
center, while in the corridor type, it ran along one side of the ward, 
allowing passage from one part of the hospital to another without 
entering the ward, but darkening one side of the ward and quite 
effectively hindering ventilation through windows on that side. They 
began to appear in 1780, the Hopital Cochin being the first example, 
unless we accept the Grand Hospital of Milan (1456) as the very 
first, and enjoyed a considerable popularity resulting in the erection 
of several of the large European hospitals along this plan. They 
disappeared about 1865, as the very evident faults of interference 
with sunlight and ventilation became apparent. The Hamburg Gen- 
eral Hospital of six hundred beds built in 1848 and the Rudolfstifting 
in Vienna of eight hundred beds built in 1865 represent the largest 
and_ best known European hospitals of this type. St. Luke’s Hospital 
of New York, completed in 1854, is perhaps the best example of the 
corridor hospital in the United States. 

It was a transitional type or else an unsatisfactory modification 
of the general principles which developed the pavilion type of hos- 
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pital, and, although interesting and necessary of notation, represents 
no new advance in construction and had no effect on future construc- 
tion. 

From the completion of the Herbert Hospital in 1863 until well 
into the Twentieth Century, most European hospitals were built along 
the general plan of pavilion hospitals, with such modifications as 
pleased the architects or were necessitated by the location. Inasmuch 
as the next change in hospital construction first appeared in the 
United States, we will leave the study of European hospitals here and 
at the risk of some repetition, trace the history of hospital develop- 
ment there. 

At the beginning of the Nineteenth Century, there were only two 
hospitals worthy of note in the United States: the Pennsylvania 
Hospital, chartered in 1751, housed in a temporary building in 1755 
and finally completed in 1805; and the New York Hospital, char- 
tered in 1771, built and destroyed by fire in 1775 and rebuilt in 1791. 

Up to the time of the Civil War only sixty-eight hospitals, exclud- 
ing lunatic asylums, can be located. The first authorized survey 
was made in 1874. Of the 178 hospitals listed (probably not all 
reporting) thirty-three were public hospitals, thirty-nine were private, 
thirty were state, fifteen were city, four were county, seven were 
denominational, and fifty were supported by other sources, probably 
associations of some kind. Nine were connected with medical col- 
leges, and thirty-six gave clinical instruction in medicine. 

By 1900 the number of hospitals had risen to 1,000 and in 1930 
there were listed 6,719 hospitals containing 955,869 beds. 

The medical needs of the rapidly growing cities led to the founda- 
tion, between 1800 and 1850, of about twenty hospitals, many of 
which have since grown into national prominence. The most noted 
of the hospitals built during this period was the Massachusetts Gen- 
eral Hospital, founded in 1811 and completed in 1821. The Penn- 
sylvania Hospital in Philadelphia, the New York Hospital, and the 
Massachusetts General Hospital, situated in the three largest cities 
of the country, presented, up to 1850, practically the enly examples 
of hospital construction in the United States. All of them were 
“block” hospitals and all hospital construction during this period, 
wherever a definite plan was followed, was of this type. Although 
hospitals appeared in almost every seaboard city and in such inland 
cities as Cincinnati (1821), Pittsburgh (1847), Buffalo (1845), 
Pochester (1847), and Clifton Springs (1850), most of them were 
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housed in temporary quarters adapted from large dwellings or some 
made-over building, and therefore cannot be considered as examples 


of hospital construction. Later on many of these institutions, with) 


the increase in population and wealth of the communities they serve, 
developed suitable buildings of a type and architecture depending 
upon when they were planned. 

In 1854 St. Luke’s Hospital in New York was completed, a cor- 
ridor hospital, about the first and only hospital of this type in this 
country (Fig. 8 and 9). Thereafter the United States followed the 
lead of Europe and nearly all of the hospitals from then until 1920 
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Ficure 8. St. Luke’s Hospital, New York (1854). 


were of the pavilion type. The first hospital built on this plan was 
the Presbyterian Hospital of Philadelphia, begun in 1860, followed 
soon after by the Boston City Hospital and the Rhode Island Hos- 
pital in 1863, and the Roosevelt Hospital of New York in 1866, all 
consisting of a central building containing administrative offices and 
service rooms, flanked by one-, two-, or three-story pavilion ward 
buildings connected by corridors. 

It is difficult, if not impossible, to apportion accurately the honors 
of having been the first to erect this or that type of hospital building. 
We will therefore merely follow the development of hospital con- 
struction at the Massachusetts General Hospital, stating that the 
changes there are representative for the rest of the country. 
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The first building of the Massachusetts General Hospital was the 
Bulfinch Building, a massive granite building of the accepted block 
plan, which, with several additions of wings and other buildings, 
served the needs of the staff and community from 1821 to 1870. 
Then things began to happen. 


ow VENTILATION was an all-absorbing factor during this and suc- 
ceeding periods and profoundly influenced hospital construction. The 
experience in small barrack hospitals during the Civil War strength- 
ened the theory of air-borne infection and increased the already active 
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Ficures 8 and 9. The “Corridor” Hospital. Note that the corridor passes along one 
side of the ward, obstructing light and ventilation. 


tendency towards segregation of patients in small wards, in isolated 
buildings with all kinds of ventilating devices. The idea that build- 
ings became saturated with body exhalations and pus, so as to become 
in themselves infectious and a cause of disease, was accepted and in 
1873 two single-story wards of wood and corrugated iron were built 
at the Massachusetts General Hospital with the expressed intention 
of being torn down in six or seven years and replaced, in order to 
avoid infecting the patients housed there. That “the well laid plans 
of mice and men gang aft agley” is evidenced by the fact that they 


[95] 








BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


were actually used for forty-three years. They represented the most 
radical and most advanced form of pavilion construction and were 
placed on piles or piers without basement so as to allow free circula- 
tion of air underneath and were exposed to air and sunlight on all 
sides. The ceilings sloped upward to a central cupola or toward 
special ventilating flues, the windows of which were operated by a 
wheel and geer device for opening or closing. There were fireplaces 
in all rooms both for ventilating and for heating (Fig. 10 and 11). 
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FIGuRE 10 


With the change in heating from fireplaces and stoves to furnaces 
and steam, delivered from a central heating plant, adaptations were 
made through the indirect heating of air in enclosed boxes containing 
steam pipes with ducts and flues leading to the rooms and wards. 
Two years later, in 1874-75, two new wards were built at the Massa- 
chusetts General Hospital with these improvements in heating and 
additional facilities for improving ventilation, the intricacies of which 
are well shown in the illustrations. The experience of the past years, 
greatly influenced by the recently announced discoveries of Pasteur 
and their immediate application to medicine by Lister, had so changed 
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ideas, however, that these wards were built of brick and were ex- 
pected to give a much longer service than six years (Fig. 12, 13, 14). 

The pavilion hospital, although a great advance over the old block 
plan, was an empirical system, founded partly on false premises and 
partly on sound hygienic principles. In the providing of fresh air, 
sunlight, good ventilation, and ample space for each patient, it im- 
proved hospital construction. In attempting to prevent hospital 
gangrene, erysipelas, and infectious diseases on the principle that they 


were air-borne and the result of poor ventilation, it naturally failed. 
The true explanation-—that such diseases are transmitted mainly if 
not wholly by contact and by hand—was gradually worked out by 


Ficure 12. Ward D, Massachusetts General Hospital. 


Pasteur, Lister, and others, and this had its effect on hospital con- 
struction. 

The first application of these new principles of bacterial infection 
and antisepsis to hospital construction occurred in the erection of 
another pavilion ward at the Massachusetts General Hospital, which 
had an operating room attached and which was intended for only 
clean cases, that is, only patients having no apparent or suspected 
pyogenic infections. The operating room was separated from the 
rest of the building and is of especial interest because of the materials 
used for the walls, which were tile rather than plaster, and the floor, 
which was of asphalt instead of wood, in order that they might be 
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Figures 12 and 13. The next type of single story pavilion ward. Attention still 
centered upon ventilation but built of more lasting materials with expectation of longer 
period of use. 
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Ficure 14. Note the multiplicity of devices for ventilation. 1. Steam coils for indirect 
heating. 2. Duct for hot air opening under window. 3. Duct for hot air opening at 
top of room. 4. Grating over duct for ventilation from near floor of room. 5. Sloping 
ceiling leading to opening in ceiling and duct to ventilating chimney. 6. Also to space 
between ceiling and roof which has openings into corridor. 7. Transom over window; 
transoms over door. 8. Fireplace for both heating and ventilation. 9. Monitor roof 
over corridor with windows which can be opened and closed by wheel and gear device. 
(Massachusetts General Hospital.) 
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washed readily and wiped with antiseptic solution without damage. 
The next ward, which was for the isolation of patients with com- 


municable diseases, advanced one step farther, as the interior was 





yuilt so that it might actually be hosed out if necessary. 
built so that it might actually be hosed out if \ 


exo COINCIDENT with these advances in medicine came the marvel- 
ous mechanical improvements of the latter part of the Nineteenth 
Century. Running water with porcelain wash bowls, water closets, 


and improved plumbing equipment; gas for lighting and cooking ; 
electricity for lighting, elevators, motors applied to equipment of 


all sorts, in every part of the hospital; sterilizing, and the many pieces 
of equipment for its attainment; telephones and signals; each and 
every one of these mechanical devices influenced the internal construc- 
tion of hospitals. In spite of these internal changes, the pavilion type 
of hospital was still the choice for the external plan, as is evidenced 
by the construction of the Johns Hopkins Hospital (1889), the Pete: 
3ent Brigham Hospital of Boston (1902), the Barnes Hospital of 
St. Louis (1914), and the Cincinnati General Hospital (1915), all 
of which followed this general plan (Fig. 15). 

However, other economic factors were becoming increasingly im- 





portant. The pavilion type of construction required extensive grounds 
over which could be spread the wide-flung pavilions connected by 
corridors. These were hospitals of magnificent distances. Food, 
supplies, and patients had to be transported through lengthy corridors. 
For patients still under anesthesia following operation, this was often 
extremely dangerous. Moreover, doctors, nurses, and employees 
spent an appreciable percentage of time and a real portion of their 
energy in walking or running from one part of the hospital to another 
in carrying out their duties. The extensive grounds necessary fre- 
quently could not be found in cities where land was limited and ex- 
pensive. Moreover, the heating, maintenance, and repair of this type 
of construction was found to be very costly. 

These factors—the need of extensive grounds, prohibitive in cities, 
the difficulty of service, the cost of heating and maintenance, plus the 
knowledge that although ventilation and light were desirable, they 
were not the essential means of preventing infection, and_ that 
patients, services, and operating rooms could safely be placed in the 
same building—led to the development of a new type of hospital, the 
“modern” hospital. To a certain extent, in that it placed patients 
and all services under one roof, in that it was a self-contained unit, 
: it was a return to the old block plan, modified according to newer 
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methods of construction, the elevator, and other mechanical improve- 
ments of the intervening hundred years. Hospitals began to contract 
and in place of wide-spread single story pavilions with every unit 
separated, they began by 1920 to be built as compact multi-storied 
steel framed buildings, containing offices, wards for patients, operat- 
ing rooms, kitchens, and other services. The difference from the old 
block plan was largely in the mechanical fittings, such as elevators, 
plumbing, the use of steam for heating, cooking, and sterilizing, gas 
and electricity for lighting and power, and in the understanding of 
how bacterial infection was transmitted and how it could be prevented 
and controlled. All the elaborate theory of separation to avoid in- 
fection, the idea that patients and services must occupy separate 
buildings, was discarded, and it was believed and proved that by in- 
telligent planning, all hospital units could safely be housed in one 
building. 

One of the first buildings in which these new theories were put 
into actual practice was the Phillips House, a building for private 
patients at the Massachusetts General Hospital, completed in 1917, 
which contained rooms for one hundred patients, offices, kitchens, 
operating rooms, and service rooms, a unit complete in itself. Others 
followed and this type of hospital, generally designated as the “mod- 
ern” hospital, became the accepted standard by 1920 (Fig. 16 and 17). 

One further step remained. Medical schools and hospitals have 
always been more or less closely connected. If the medical school 
was founded first, its faculty, because of the necessity of having 
patients for the instruction of their pupils, was forced to establish a 
hospital. If, through the needs of the community, a hospital appeared 
first, sooner or later the demand arose for the establishment of a 
medical school. This was especially true if the city had a university 
or college already established. At first it was thought wise or neces- 
sary to keep medical school and hospital entirely separate, not only 
as to the organization of faculty and staff, directors and trustees, 
but also physically separate, the buildings often being miles apart. 
The delays and waste of time thus forced upon teachers and students 
gradually became so oppressive and such separation so obviously 
unnecessary that by 1920 several universities began buildings designed 
to cembine hospital and medical school in one unit. This change in 
public opinion and the recognition of the need for the most advan- 
tageous teaching of medicine was undoubtedly greatly influenced by 
the very famous report of Dr. Abram Flexner for the Carnegie 
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FicureE 16. One of the first of the multi-storied self-contained units now 

standard. This is a building for private patients only, but the exterior illus- 

trates the general plan followed even when the single rooms are replaced by 
wards (Phillips House, Massachusetts General Hospital—1917). 


Foundation, published in 1910. Vanderbilt University, the Univer- 
sity of Colorado, and the University of Rochester (N. Y.) all began 
and completed such buildings between 1922 and 1925. These were 
followed soon by the erection of the New York Medical Center, 
combining the Columbia Medical School, the Presbyterian Hospital, 
and others, and similar buildings at the University of Michigan and 
the University of Iowa. The building of the Cornell medical school 
and the New York Hospital, now under construction, is the latest 
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Figure 17, Another example of the multi-storied unit hospital containing both single 


rcoms and wards. 


A complete hospital in one building with all services included. 
(Fifth Avenue Hospital, New York.) 
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example of this latest type of hospital. At the present time this 
represents a most satisfactory combination—a combination that offers 
the greatest opportunities for the care of the sick, the teaching of 
medicine, and the advancement of medical science (Fig. 18 and 19). 

We are now ready to apply our “dynamic theory” of hospital 
construction. We can fix our historical or constructional points and 
can survey the past and predict the future. In surveying the past, 
we see first of all the combination of hospitals and temples—a com- 
bination of religion and medicine, of priesthood and the practice of 
healing. This era is too remote and too uncertain to allow of being 
used to fix any historical point. Next there follows a long period 
during which hospitals amounted to little more than domiciles for 
the sick and had only occasional and very tenuous relation to schools 
of medicine. This period lasted from approximately the beginning 
of the Christian Era until the middle of the Eighteenth Century, and 
again no opportunity of use is provided for a fixed historical point. 

The building of the first block hospital, the Royal Infirmary at 
Edinburgh in 1738, which represents the erection of a hospital upon 
a definite plan and for a definite purpose, marks the transition from 
a chaotic period to a period with a rational plan and purpose and 
permits the fixing of our historical point. 

The block hospital epoch extended from 1738 until 1854, or 116 
years, when the erection of the Hopital Lariboisi¢re marked the 
beginning of the pavilion type of hospital construction and the begin- 
ning of a new period or epoch. The beginning of this period marks 
a second historical point. 

The pavilion type of construction continued from 1854 until 1917, 
‘modern”’ hospital build- 


. 


a period of sixty-three years, when the first 
ings appeared, this latter date marking a third historical point. This 
type of construction is still the standard. It has been somewhat 
modified and enlarged in certain instances by combination with 
medical scheols. This combination completes a cycle, begun when hos- 
pitals and temples formed a unit, then broken by their separation 
with rare exceptions over a period of nearly three thousand years, 
and now again completed through the union of hospitals and medical 
schools in medical centers. 

Three historical points have now been established and two periods 
by which acceleration can be measured. If we now plet these points 
on a chronological chart, connect them with a straight line, project this 
line into the future, and apply the ratio of the block hospital period 
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and the pavilion hospital period to the pavilion hospital period and 
the present one, we can indulge in a little fantastic prophesying and 
predict that the present period will continue until about 1951 and 
that somewhere about that time a new type of hospital will be de- 


veloped. 
APPENDIX 


In attempting to apply any theory, great care should be taken not 
to allow the desire to apply the theory successfully to influence the 
selection of facts toward those facts which will prove the theory, 
leaving out those that will disprove it. Consequently I have included 
in my chart only those points which were definitely fixed before any 
thought of a dynamic theory occurred (Fig. 20). The following is 
open to the criticism of selection and is presented merely as inter- 


esting. 


1. Let us take as the first point the founding of the Hotel-Dieu 
in Paris, about 700 A. D., selecting this because it is the first and 
most famous example of the founding of a hospital that has had suff- 
cient justification to provide continual operation to the present day. 
Such endurance must mark some real force. 


2. Let us take as the second point the establishment of the Holy 
Ghost Hospital at Rome in 1198 A. D., and the papal proclamation 
of Pope Innocent III, recommending that all Christian cities estab- 
lish similar hospitals. Certainly this formal sanction of hospitals and 
hospital service by the Catholic Church was a great event. The force 
of this remains effective to this day. 


3. The third point is less clearly marked but falls somewhere in 
the middle of the Fifteenth Century, about the time of the establish- 
ment of the Grand Hospital of Milan, 1454. The real force here is 
the discovery and establishment of printing, which released through 
Europe beoks containing plans and descriptions of hospitals, along 
with all other knowledge. 


4. The fourth point is now our original first point—the building 
of the Royal Infirmary at Edinburgh, the first “block” hospital, in 


1738. 
5. The fifth point—the Pavilion Hépital Lariboisiére, in 1854. 


6. The sixth and final point, the multi-storied, self-contained unit 
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—the Massachusetts General Hospital Phillips House, in 1917. 


Lapse between Ratio of ad- 


events joining periods 

A. D. to founding of Hotel-Dieu.. 691 Approx. 700 
Hotel-Dieu to Holy Ghost Hospital. 1198 500 Bs 
Holy Ghost Hospital to Grand Hos- 

pital and printing ........... 1454 250 a 
Grand Hospital to Edinburgh In- 

RS eis ceeeehe ches ees 1738 284 1.1 
Edinburgh to Lariboisére......... 1854 116 4 
Lariboisiére to Phillips House..... 1917 63 2 


If plotted on a time chart, we have a regularly decreasing number 
of years between periods which, although accelerating, maintain 
approximately the same ratio with adjoining periods. How long 
will this continue ? 





Much of the information relating to the early block and pavilion hospitals, 
together with some quotations and some of the illustrations, are taken from 
Hospitals: Their History, Organisation, and Construction by Dr. W. Gill 
Wylie, published in 1877. 

Other illustrations from The History and Status of the Royal Infirmary 
of Edinburgh printed by Balfour & Smellie, and Les Hépitaux Modernes au xix 
siecle by C. Tollet, Officier de la Legion d’Honneur, Paris, 1894. 
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The Inertia of Custom 
Safeguarding Bed Patients from Fire 


By H. F. J. Porter, M.E. 


Consulting Engineer, New York City 


T REQUIRED the holocaust in the factory of the Triangle Waist 
Company, in the Asch Building near Washington Square, New 
York City, on Saturday, March 25, 1911, in which 145 persons, 

mostly women, either were burned up or jumped to death and many 
more were seriously injured, to arouse the lethargy of the city and 
state to investigate conditions existing in their many crowded loft 
and factory buildings where large numbers of people were occupied 
at work on each of their many floors, in an effort to prevent future 
similar occurrences. 

Representatives of civic organizations under the leadership of Mr. 
Joseph H. Auerbach, prominent attorney, went to Albany and ap- 
pealed to Governor Dix and a bill was promptly passed by the legis- 
lature which brought into existence the New York State Factory 
Investigating Commission of nine members composed of two Sena- 
tors, three Assemblymen, and four civilians. Senator Robert F. 
Wagner was made chairman and Assemblyman Alfred E. Smith, 
vice-chairman. 

On account of my experience in the protection of life from the fire 
hazard I was employed as expert on the subject to point out the 
inadequacy of the exit facilities not only of the buildings in question, 
but of all buildings housing many people of the average type depend- 
ing for egress on stairways which were demonstrated to possess very 
limited capacity, and in case of haste, in sudden emergency, to be- 
come easily congested by those who were aged, more or less physically 
defective, or subject to hysteria. 


The Horizontal Exit 


[ brought out a principle I had introduced in many such buildings 
and had termed the “horizontal exit,” by which in case of fire people 
could obtain safety by going horizontally away from it to a fireproof 
section within the building instead of having to go vertically through 
or past the fire to get out of the building. 

This was accomplished by the introduction of a fireproof wall ex- 
tending from the cellar through the roof with a doorway on each 
floor having a self-closing fireproof door in it, thus practically bisect- 
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ing the building. In case of fire on any floor on one side of the wall 
the people in the endangered section would simply pass through the 
deorway to the safe section, from which if they desired to reach the 
ground they could at their leisure use the stairs or elevators, which 
would be in normal condition. This would require only half the 
people in the building to move and would leave the stairways in the 
emptied section free for the firemen to go up to put out the fire. 

The commission, after having satisfied itself by frequent demon- 
strations in buildings in the industrial cities of the state regarding 
the futility Gf using the stairways and vertical fire escapes to obtain 
safety in case of fire, introduced the “horizontal exit” in their fire 
prevention code, which was the first one ever developed and which 
Lecame law and was promptly copied by the other states of the Union. 

Mayor Gaynor’s administration in New York City through the 
hoard of estimate and apportionment, without waiting for the state 
commission to act, awakened to the responsibility for the safety, in 
case of fire, of its helpless wards in the hospitals, homes for the aged, 
the Llind, cripples, feeble-minded children, ete., and authorized the 
commissioner of public charities, Michael J. Drummond, to have a 
survey made of his institutional buildings and report his findings as 
vo their fire hazard condition and make recommendations for safe- 
guarding their occupants in case of fire, with an estimate of cost. 

A Survey of City Hospitals for Property Protection 

Commissioner Drummond at once engaged such municipal experts 
as were available to him, including the engineers of the board of esti- 
mate, the fire department, the building department, the department 
of water, gas, and electricity, the board of fire underwriters, and fire 
insurance experts. After several weeks’ investigation by this group 
the commissioner reported to the board of estimate that some thirty- 
two buildings, which were most dangerous for their more or less help- 
less occupants, should be supplied with fire escapes of the spiral chute 
type, like the “down and outs” at recreation resorts, into which bed- 
ridden patients, cripples, etc., should in case of fire be thrown. These 
were the only means known in those days in case of fire of saving 
such persons, and previcusly several of these chutes had heen in- 
stalled. Considerable fireproofing of the buildings was also recom- 
mended and fire alarm systems with large vibrating bells were to be 
supplied, with telephone wires connecting the buildings to the power 
house, where steam whistles would summon help. Sprinkler systems 
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and other fire extinguishing equipment were also specified. The 
expense of carrying out the recommendations in thirty-two buildings 
was estimated at $195,000. When this report reached the beard of 
estimate, Hon. George McAneny, who was president of the borough 
of Manhattan and happened to know about my experience in the field 
of fire hazard to life, sent it to me for an expression of opinion on 
it and asked if the horizontal exit method of caring for the helpless 
occupants of the buildings could be made available in the buildings 


under consideration. 
Resurvey for Protection of Life 


After carefully studying it and visiting some of the buildings I 
returned the report saying that the recommendations were what could 
he expected for men experienced only in fire fighting and property 
insurance; that the hospital doctors said that the “down and out 
chutes” already installed had never been used and never would be as 
long as they were in authority, since they would kill more patients 
than they would save, that the small amount of fireproofing specified 
would be useless and fire alarm systems using vibrating bells and 
steam whistles would be undesirable for hospitals; that sprinklers 
should be confined to cellars, attics, store-houses, and spaces generally 
unoccupied; and that fire extinguishing equipment should be supple- 
mented by experienced fire-fighting brigades whose duty would be 
to keep the buildings in good order and carry out fire drills. I con- 
demned the report as a whole. I said on the other hand that the 
“horizontal exit” principle net only was suitable for the buildings 
under consideration, but was the only one by which the helpless 
occupants of such buildings could lie saved in case of fire, and that 
as fire-walls already existed in many of the buildings, installation of 
the methcd could be accomplished at much less expense than the 
amount estimated in the charity commissioner’s report. 

I stated also that the staff could readily be trained to operate the 
system and it could be tested to insure its maintenance of operation 
hy occasional fire-drills, even to the removal of the bed patients, be- 
cause they could be wheeled on their beds through the fire-walls 
without disturbing them. 

Meanwhile Mayor Gaynor’s administration was succeeded by 
Mayor Mitchell's and Mr. George McAneny had become president 


of the board of aldermen and Mr. John A. Kingsbury commissioner 
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of public charities. The report of Commissioner Drummond was 
rejected and I was authorized to make a study of the buildings of the 
department of public charities for the installation of the horizontal 
exit system. 


A Pioneering Study 


This study took several weeks to make, covering nine groups, each 
comprising from fifteen to thirty-one buildings and several isolated 
institutions consisting of one building each. 

These were as follows: Group I—City Hospital; II—City Home 
(almshouse for aged, blind, neuropathic patients, etc.) ; 11]—Metro- 
politan Hospital, all on Blackwell’s (now Welfare) Island in the 
East River; I1V—Home and Schools for Feeble-minded Children, on 
Randall’s Island, also in the East River; V—Sea View Hospital and 
Farm Colony on Staten Island in the harbor; VI—Kings County 
Hospital ; V1I—Cumberland Street Hospital; VI1I—Bradford Street 
Hospital ; IX—Coney Island Hospital (all in Brooklyn) ; X—miscel- 
laneous scattered buildings, including the municipal lodging house, 
general drug department, Bellevue Hospital, Children’s Bureau, 
Emergency Hospital, central headquarters (all in New York City), 
and Kings County morgue and Central Headquarters in Brooklyn. 

Each of these groups except the last was to be treated as a separate 
community, each floor of each of the principal buildings to have a 
horizontal exit and a fire signal of a slightly audible and visual type 
which would attract the attention of the attendants, but not disturb 
the patients, all of which was to be connected with the main adminis- 
trative office and a local fire engine house as well as the city fire 
department. 

Bed patients would have beds supplied with non-swiveling casters 
on the head-posts only, the foot-posts resting solidly on the floor so 
that each bed would be immovable except when lifted at its foot by 
an attendant, who could in case of a fire or drill trundle it like a 
platform truck through the horizontal exit to safety without dis- 
turbing its occupant. Lightning rods would be supplied to all the 
buildings of the isolated groups on the islands. 

The cost of installation in 208 buildings was estimated at $117,000. 
When this report was submitted to the board of estimate it was ac- 
cepted and I was awarded a contract to carry out its recommenda- 
tions. I took as my associate Mr. A. L. A. Himmelwright, a well 
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known civil engineer experienced in building construction, whose re- 
ports on the San Francisco and Baltimore conflagrations were na- 
tionally known. 


The Horizontal Exit a Revolutionary Installation 


When this work was completed in some of the groups so that fire 
drills could be operated in them, the demonstration was hailed by the 
technical and lay press as the first practical plan ever devised fer 
protecting the lives of helpless hospital patients. 

In fact the “horizontal exit’ principle had previously been pro- 
claimed to be the only constructive development resulting from the 
Triangle Waist Company’s fire and it was admitted to be just as 
available for boarding school dormitories and public school recita- 
tion buildings where instead of having to go downstairs and out of 
doors in fire drills in inclement weather, the children, many of whom 
were cases of anemia and various cardiac disturbances, delicate 
physically or suffering from some bone or muscular disability, need 
only to walk a few feet on a level within the building and pass through 
a doorway into the adjoining section, taking not more than a minute, 
and then return to their seats untired and ready to go to work. 

The Fire Engineer (now Fire Engineering), the leading publica- 
tion in the field of fire prevention, the editor of which was conver- 
sant with the horizontal exit principle, had this to say in an editorial 
in its issue of October, 1914. 

There are numerous ways in which horizontal exits may be provided, but 
there are so many important considerations involved, that it is inadvisable 
and in fact unsafe for inexperienced persons to attempt to locate or design 
such exits. Some of the principal features involved are continuity of fire wall 
vertically and horizontally so as to preclude the possibility of fire working its 
way around or over it—separation of floor beams and roof rafters from it so 
that fire will not follow through it—elevators and stairs on each side of it. 

In order, therefore, that a safe, successful, and economical result may be 
obtained it is necessary that each building be carefully examined by competent 
persons whose experience enables them to discover any favorable conditions 
which may exist and utilize them to the best advantage in solving the problems 
prescribed. 

That these installations have worked satisfactorily during the 
twenty years since they were installed has been demonstrated prac- 
tically in weekly fire drills and actual fires as recounted in an article 
in the New York Times of Sunday, May 5, 1929, as follows: 
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KINGS COUNTY FIRE ROUTS 80 PATIENTS 


Men Carriep Out tN Beps As 1F IN Dritt ArE UNAWARE OF BLAZE 


DAMAGE IS SLIGHT 


More than eighty men patients in the east wing of the chronic disease build- 
ing of Kings County Hospital, Brooklyn, thinking that they were participating 
in a regular weekly fire drill, were moved without excitement into another wing 
early yesterday aiternoon when fire started in a clothes chute on the outside of 
the building. The patients did not know that the alarm was a real one until 
the fire had been almost extinguished by employees, and city apparatus, running 
with sirens muffled, had pulled up outside. 

Nearly all of the chronic cases were confined to their beds at the time the 
fire was discovered. With the scunding of the alarm, attendan‘s, acting as if it 
were just a fire drill, passed swiftly among them and one by cGne each patient 
was moved, bed and all, cut through the doors and into the west wing of the 
structure. There was no excitement, hospital authorities said. 

The fire started at the bottom ot a clethes chute which runs along the cutside 
from the ground to the top of the building, a four-story brick structure. It was 
discovered by workmen, who sounded a local alarm. At the same time Dr. 
William J. Curry, assistant superintendent of the hospital, called the city ap- 
yaratus. By the time the department arrived, however, the fire had been 
checked. Damage was confined to about $250, Dr. Curry estimated. 

Yesterday's fire was the second in Kings County Hospital within a month. 
The first occurred in the pathological laboratory, and the damage was slight. 
The building for chrcnic diseases was erected in 1869. 

Recently the superintendent of this hospital informed me that a 
retired captain of the city fire department is in charge of the fire 
drills in all the groups of the city hospitals and he has one every other 
week in each group. The bed patients are not removed in each drill, 
but only as often as may be necessary to keep them and the attend- 
ants informed and in practice regarding the drill routine and so in- 
spire confidence in their safety. 

The Enginecring News (now The Engineering News Record), 
which is generally considered the foremost engineering journal in this 
country, contained in its issue of January 18, 1917 a fully illustrated 
article on this hospital installation of the horizontal exit and said re- 
garding it in a leading editorial: 

The value cf horizontal escapes and the defects of vertical fire escapes were 
first clearly recognized and stated by H. F. J. Porter, consulting engineer, in 
a paper read in May, 1918 at the Baltimore meeting of the American Society 
of Mechanical Engineers. Engineering News was the first among technical 
journals to reccgnize and call attention to the great importance of the prin- 
ciples laid down in Mr. Porter’s paper. The good example set by New York 
City ought to be followed by every city in the country. Here is an opportunity 
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for engineers to render a real public service by urging upon public authorities 
the duty of giving protection to the helpless inmates of public institutions 
against a horrible death by fire. This plan of protection against the dangers 
of fire ought to gain a wide publicity that should lead to its adoption in other 
types of buildings and eventually put an end to the disgraceful and needless 
holocausts that during the past dozen years have occurred. 

[ have found, however, that the tendency has been to neglect mod- 
ernizing the conditions existing in old hospital buildings, while new 
ones are built fireproof and include the horizontal exit with imperfec- 
tions. 


The Inertia of Custom 


As an indication of the lack of serious consideration of this very 
important subject by hospital superintendents generally, let me refer 
to a recent effort to secure information as to the present status of 
knowledge about it. 

Not so very long ago my attention was drawn to the then current 
issue of a monthly magazine devoted to hospital nursing and matters 
of current interest in the hospital field, which contained an editorial 
on “Fire Drills and Fire Instructions in Hospitals.” The latter stated 
that “although there may be a considerable difference of opinion with 
regard to the desirability of carrying out fire drills in hospitals, owing 
to the attendant disturbance to the patients, there can be no uncer 
tainty of mind as to the necessity for giving ample instructions t 
the nurses and attendants on what to do in case of fire.” It then 
quoted a set of rules which had been developed in a hospital in 
Toronto, Canada, which it extolled as “excellent.” One of the first 
of these was to the effect that “when the fire alarm sounds, the 
superintendent and head nurse shall go at once to the ward where 
the fire is and see that the bed patients are removed.” 

I wrote to the editor of the magazine referring to his editorial and 
asking if he could tell me how the bed patients were removed in case 
of fire and received a reply saying that the question was “a leading 
one” and if I would address my inquiry to the hospital itself un- 
doubtedly the information would be forthcoming. A letter addressed 
to the hospital, however, elicited no response whatever and I so in- 
formed the editor of the magazine, who then referred me to the 
superintendent of a large hospital in Providence, who “would un- 
doubtedly be able to furnish the desired information as this man had 


given the subject a great deal of attention.” 


[117] 








BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


I then wrote to the person indicated saying that I had been referred 
to him for information on the subject by the magazine mentioned. 
A prompt reply was received in which he referred me to a paper on 
the fire hazard in hospitals which he had presented at a meeting of 
the American Hospital Association in San Francisco in 1915 and 
which was printed in its Transactions. I hastened to look up the 
paper in the records referred to and found that although there were 
ample recommendations given as to certain provisions for fire pre- 
vention, there was not a word about how to save bed patients. 

So I wrote again speaking of my failure to find the information 
desired and asking specifically what he would do to save his own bed 
patients in case of fire. Again a prompt reply was received saying not 
a word about his own hospital, but that information on the subject 
referred to could be obtained from the superintendent of a certain 
large hospital in Boston, who had devised a method of carrying out 
the bed patients on their mattresses by means of poles inserted in 
slits in the sides of the latter. Then I wrote again saying that I had 
failed to learn how he would save his own bed patients and this time 
received no reply. 

Meanwhile I had written to the Boston Hospital asking for a de- 
scription of the method referred to and received an illustrated maga- 
zine article on the subject. I wrote a follow-up letter asking if the 
mattress would not double up around the patient due to his weight 
and if this might not have a bad effect upon a bed patient recently 
operated upon, especially in going downstairs. I brought to his at- 
tention also the small number of attendants there are in a hospital 
ward compared to the number of patients—sometimes one to twenty- 
and the fact that his method necessitated at least two attend- 
ants to carry a patient downstairs and that meanwhile the fire would 





five 


be gaining headway. Perhaps my letter set him thinking, for no 
reply to it was received. 

A general inquiry of a number of the leading hospitals in different 
states resulted either in eliciting no reply whatever or in the general 
statement that their buildings were so well cared for or so fireproof 
that no fire could occur requiring the removal of the bed patients. 
I have, however, visited many hospitals personally and know that a 
fire could occur in any of them readily and in such an event the bed 
patients must inevitably perish by suffocation from smoke or burning. 

Since then several holocausts in hospitals and asylums, homes for 
the aged, boarding school dormitories, and other institutional build- 
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ings have occurred in this country and in Canada. One of these re- 
cently was reported as having caused the deaths of forty-seven aged 
persons in Pittsburgh. 

Before writing this article I took occasion to have an inquiry made 
of the Boston hospital above referred to and obtained the following 
information : 

There is an inclosed fireprcef stairway in each wing, three in the building. 
There are on all mattresses loops sewed at the side in which stretcher poles may 
be inserted so that the mattress becomes a litter. Stretcher poles are in each 
stairway at every floor. At an alarm of fire and at drills certain doctors and 
atiendants report at the scene of the fire. 

In modern many-stcried hospitals built of fireproof materials it is customary 
to arrange on each floor smoke cut-off doors, shutting off each wing of the 
structure. 

In one of our buildings, recently finished, there are on some floors thirty- 
eight patients and there are three wings. All beds are on wheels and the doors 
are wide enough to permit the moving of beds freely through them. In case 
there is a fire in one wing the beds would promptly be wheeled into one of the 
other wings and the smoke doors closed. 

It is, of course, possible though highly improbable that in such a hospital 
structure it may become necessary to remove the patients from the building. 
In this event there are four elevators, each capable of taking a bed as well as 
ambulatory patients. 

It is strange that hospitals generally have not adopted the hori- 
zontal exit more promptly, especially since the fire-wall will lessen 
the spread of a fire and consequently reduce the possible damage. 
The insurance rate would thereby be lessened and the resultant 
saving would soon pay the cost of the installation. 

There was a Congress of the American College of Surgeons at the 
new Waldorf-Astoria Hotel, New York, October 12-16, 1931, and the 
director broadcast an official statement regarding the last annual 
survey of hospitals in this country so as to inform the public as to 
“the safe places in which to get well,’ and counselled anyone having 
to select a hospital to “look for the certificate of approval displayed 
near the admission desk.” 

I was glad to see that the Kings County Hospital in Brooklyn, 
which is referred to in the clipping from the New York Times, is 
among those referred to as “approved.” But by “safe” he did not 
include immunity from the fire hazard to the lives of the helpless 
inmates, for he did not know of the possibility of such a thing until 
I told him. Then he suggested that I write this article so as to give 
the subject the publicity which it deserves. 
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I have visited many of these hospitals and know that although they 


may be “safe” as far as surgical treatment and care are concerned 
they are far from safe from the standpoint of fire hazard. 

Bed patients on whom operations have been performed have told 
of fire alarms being given by loud vibrating bells and even automo- 
bile horns, which occasioned serious feelings of nervousness, espe- 
cially when women nurses and men attendants would leave the ward 
to go to operate fire fighting apparatus, while the patients were left 
unguarded and ignorant of where the supposed fire was. Beds are 
supplied with casters which swivel and when a patient leans against 
the bed it moves, leaving him sitting on the floor. 
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Detroit convention, September 12-16. Reduced rates on all 
railroads. 
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What Place Does Centralization Have in 
Hospital Management? 


By CuHaArvotte F. Lanprt, R. N. 

HE HOSPITAL, whether it be large or small, can serve its com- 

munity best if it is managed in agreement with the principles 

that govern any successful business undertaking. The absence 
of profit as a motive should increase the desire for sound business 
management. If those people who must economize in order to pro- 
duce a profit find good business methods of real assistance, of how 
much greater value must an economical and sound business system 
be to those organizations which claim to be without even this mar- 
ginal security that profits provide. Hence, hospitals which often are 
virtually agencies of charity should feel a definite responsibility in 
examining very carefully their own business procedures. 

Industry has been forced by growing competition to increase the 
quality of goods while at the same time decreasing the price of its 
production: a procedure which, of necessity, meant the lowered cost 
of production. How has it solved its problem? [very department 
of industry came under the critical eye of the investigator, and no- 
where within the confines of its plants has there been more radical 
improvement, as the result of this investigation, than in the supply, 
equipment, and tool departments. Centralization has hecome essen- 
tially an axiom in the industrial world of today. It has become a 
universally accepted fact in industrial management that the greater 
the centralization and standardization, the less is the cost of manufac- 
ture and the more efficient is the service. As a result industry has 
utilized every suitable means for centralization. 

The workman formerly was responsible for securing his tools as 
needed for his line of work. He also was expected to keep these 
tools ready for use and often it was left to his discretion as to what 
method or arrangement was to be used in caring for them. This 
system resulted either in tools out of repair when wanted or in loss 
of tools and waste of time on the part of the employee while seeking 
them. Sometimes the workman, rather than take the time to 
sharpen or repair the tool, would use it as best he could; but since 
faulty tools impair their efficiency, their use frequently resulted in 
damage to expensive machinery and equipment, and practically al- 
ways in impaired quality and decreased quantity of the product pro- 
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duced. If the workman stopped to repair tools, machinery stood idle, 
power was wasted, and other employees had to wait with their work 
until he caught up with his. 

How was this faulty and uneconomical system improved? First, 
in order to produce material of superior quality in the greatest quan- 
tity, but at the lowest cost, modern tools and labor-saving devices 
were installed; second, the tool and supply rooms were given a cen- 
tralized location with the expectation that they would perform at least 
three definite functions, namely, issue all tools and supplies only as 
needed and only on signed requisitions ; keep all tools and equipment 
in repair and in satisfactory condition; and third, manufacture all 
such tools and supplies as did not necessarily need to be purchased 
outside of the plant. This new arrangement also provided a modern 
and efficient plan for delivery of tools and supplies either by messen- 
ger or by electrically operated mechanical devices. Centralization 
insofar as this department is concerned has brought about the follow- 
ing very interesting facts which in themselves prove its advantages 
and serve as outstanding reasons for its general acceptance by the 
industrial world: 

1. All tools remain of the highest grade and standard, ready at all 
times for satisfactory service. 

2. Those tools used constantly by several people are kept in suffi- 
cient number to meet all demands, while those used only occasionally 
are not needlessly duplicated. 

3. The elimination of duplication has reduced to a considerable 
degree the amount of capital invested. 

4. Economy of time and space is assured by the collection and 
careful arrangement of supplies and equipment in proper places in a 
centralized location. 

5. A definite detection of losses and waste has been accomplished 
and thus practically eliminated. 

6. The highly skilled and highly paid workers spend all their 
time at their work and not in searching for and repairing tools. 


oo THE MANUFACTURER and the merchant may have led the way 
in business efficiency, but it behooves the hospital administrator not 
to loiter far behind. The responsibilities of each executive are funda- 
mentally the same; each has the management of an organization 
spending large sums of money, and one of the chief interests of each 
is to attain the wisest utilization of effort in terms of service ren- 


[ 122 ] 














CENTRALIZATION IN HOSPITAL MANAGEMENT 


dered. The hospital business in terms of money invested and money 
spent is said to be the fifth largest business undertaking in the United 
States. If sound business methods add greatly to the success of the 
manufacturer, they similarly must aid the hospital superintendent, 
who has an even greater responsibility, since his becomes the duty to 
spend charitable funds rather than a marginal profit. 

The degree of efficiency is determined only by knowing how much 
time, energy, and material actually are spent in obtaining certain re- 
sults. In other words, efficiency really is the ratio between actual 
performance and the ideal performance, and varies in that degree in 
which the actual deviates from the ideal. The aim, naturally, is to 
have as little difference between the two as possible. To what ex- 
tent, then, may centralization be developed in hospital management 
to provide for the greatest degree of efficiency, the best quality of 
service, and at the same time the greatest degree of economy ? 

One would take it for granted that any radical deviation from an 
old established custom handed down to us from the ages would in- 
volve difficulties and of necessity would require readjustment until 
perfected to that degree in which it fully met the demands of the 
institution which it was expected to serve. Under such conditions 
constructive criticism not only is expected but is greatly desired. 
True centralized food service has found a permanent place in hospi- 
tal planning, but new hospitals still are being constructed with ward 
kitchens on each floor, while true centralization presupposes the to- 
tal elimination from patients’ floors of every function connected with 
the handling, preparation, and serving of food. Why should not hos- 
pitals avail themselves of every opportunity to reduce their cost of 
operation, if at the same time they find it possible to improve their 
service to the patient ? 

If vertical transportation makes for greater efficiency and greater 
economy, why not plan for vertical transportation especially in the 
building that still is in the process of being designed on paper; al- 
though there are hospitals now in existence where reconstruction of 
their dietary departments has provided satisfactorily for true central- 
ization. If carefully planned by people thoroughly conversant with 
the functioning of this new system, future additions to the hospital 
may be provided for in the primary unit to be constructed and no 
interruption of centralized service should be necessary at that future 
time. 

In the installation of electrical apparatus care should be given to 
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details. The number of electrically operated food lifts should be 
sufficient to accommodate the capacity of the hospital. By placing 
them in strategic positions around the central kitchen they will come 
up among the patients on the various floors and greatly reduce the 
time and distance consumed in carrying the tray to the patient. This 
arrangement may demand more lifts than if they were all grouped 
together, but the saving in steam tables, ranges, refrigerators, and 
other equipment required in the old decentralized plan greatly off- 
sets the cost of additional lifts while also increasing the efficacy of 
the service to the patient. They should be so constructed that the 
central kitchen has complete control over their operation. Their 
dimensions should be such that at least four large trays may be trans- 
ported at one time. A thoughtful administrator will see that all elec- 
trical devices have periodical inspections and thus practically elim- 
inate the possibility of a delay because of mechanical trouble while 
trays are being served. 

Proper construction of shafts and doors of the food lifts prevents, 
instead of foredooms, the presence of food odors throughout the 
hospital, and most certainly centralized food service in itself pre- 
cludes the possibilities of that inevitable clatter of dishes and silver 
which always accompanies the decentralized method with its kitchen 
on every floor. Aside from arguments about food odors as asso- 
ciated with centralized service, a properly constructed ventilating 
system will carry off cooking odors from any kitchen. 

Bringing all work in connection with food into one centralized 
area fosters the installation and use of labor-saving devices that are 
too expensive to purchase in great numbers. The multiplication of 
kitchens and serving rooms lowers the standard of service in direct 
ratio to the number being used. The greater use of labor-saving 
devices made possible by centralization results in a marked reduction 
in the cost of labor. 

The more often prepared food is handled the less appetizing it 
becomes. By the time food is ready to be served much difficulty has 
been experienced not only in keeping it hot, but likewise in “dressing 
it up” sufficiently to make it look tempting. 


ow OCCASIONALLY educators, interested in the education of the stu- 
dent nurse, maintain that centralized food service disintegrates the 
student’s nursing practice in that the serving of food has a tendency 
to be treated as a thing apart from the patient. On the contrary, it 
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has unlimited possibilities in giving the student a better balanced ex- 
perience than the old system has done in the past. During the stu- 
dent’s diet kitchen work she is under the constant supervision of 
experienced dietitians who correlate practice with theory gained in 
the classroom and in the diet laboratory. Under proper supervision 
she likewise learns how properly to prepare and serve all mid-meal 
nourishments. 

How much educational value is there attached to getting a glass of 
milk for a patient? How much more is there to be learned in making 
an egg-nog, a milk-shake, an orangeade, or a cup of tea or cocoa 
after the student has had her initial instruction and practice while in 
the special diet kitchen? Under the old system of ward kitchens on 
the floors the student is compelled to serve nourishments at odd in- 
tervals throughout her three years at school. Does it ultimately retain 
its educational value for her or does it finally become a question of 
just another egg-nog to be made? [<fficiency in achievement progress- 
ively improves until it reaches a saturation point, when it becomes 
routine, ceases to be of any educational value, and frequently invites 
carelessness. 

This same argument may be applied to the routine serving of regu- 
lar meals to patients who do not have special diets. Under the old 
régime the student often is assigned to the ward kitchen for a given 
period of time, where she is supposed to supervise the serving of 
regular diets. This supervision simply means that she puts the food 
(prepared in the main kitchen and sent to the ward in containers) 
on the trays, while maids carry the trays to the patients. The student 
establishes very little connection between the tray and the patient. 
To her the whole procedure soon becomes a mere routine serving of 
so many soft, light, and full diets to an equal number of patients 
who are frequently spoken of in terms of bed numbers instead of 
as individual human beings having the right to be identified by 
name and not by number. Very little or no supervision is given the 
student either by the floor supervisor or by a dietitian, since there 
usually are not enough dietitians employed to inspect individually all 
of the ward kitchens, and the floor supervisor often is busy making 
rounds with some doctor. 

While the student has her practice under the centralized system 
she also should be given the opportunity to study the patients’ rec- 
ords; she should be allowed to interview patients concerning their 
menus, learning from them their likes and dislikes, and by fitting 
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these in with what the attending physician allows his patient to have, 
she gains knowledge and experience, under the guidance of the 
dietitian, in planning well balanced meals as well as special diets. 
She receives instruction in the serving of portions that are adequate 
though not too large, and similarly has experience in checking re- 
turned trays and in estimating waste. It does not seem necessary to 
go into greater detail as to the increased educational advantages of 
the centralized system; they are so self-evident. 


ovo SUMMING UP the advantages of central food service we may 
say that the following facts are revealed: 

1. Space used for ward kitchens may be used for patients’ rooms, 
thus increasing hospital revenue. 

2. It brings to the kitchen floor all work in connection with food, 
in this manner assembling all similar work together and making the 
efficient supervision of it more possible. 

3. Nurses’ entire time on duty on the floors may be devoted to 
actual nursing and not used up by uneducational and non-nursing 
routine. 

4. Noise, odors, grease, and smoke are eliminated from patients’ 
floors. 

5. It provides the student with a well balanced diet kitchen experi- 
ence which has great educational possibilities. 

6. Equipment has a longer life because it is used by suitably trained 
people who are less likely to abuse it, and repairs are promptly made 
as soon as they are needed. 

7. Greater use of labor-saving devices is made possible with a 
resulting reduction in labor costs. 

a) The Albany Hospital, Albany, New York, has experienced a 
reduction in labor costs from $0.1744 per person served per 
day with ward service to $0.1380 per person served per day 
with central service. These figures include all labor required 
for the administration, preparation, and service of all meals 
and all between-meal nourishments for twenty-four hours, the 
central kitchen being open night and day. The entire salary 
of all employees in the food department is included, no con- 
sideration being taken of time spent in teaching, etc." 


‘Ray, Virginia Howard: Central food service in the Albany Hospital, Jour. Am 
Diet. Assn. 5: 198-207 (Dec.) 1929. 
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8. Centralized responsibility always makes for greater efficiency 
and in the food department insures the following : 

a) Better checking of trays before they are sent to the patient, 

greatly minimizing the possibility of mistakes. 

b) Great reduction in the percentage of dishes broken and silver 

lost. 

c) Better control of food. 

d) More careful checking of returned trays resulting in a better 

control of and a greater reduction in waste. 

ec) Great reduction in food costs. 

(1) The Albany Hospital, Albany, New York, has experienced a 
reducticn in raw food costs from $0.62 per person per day with ward 
kitchen service to $0.53 per person per day with central food service.* 

Centralization of nursing equipment is an even more recent step 
toward modern business methods in hospital management, but also 
seems to call forth the same type of criticism as is directed against 
centralized food control. Some educators claim it disrupts proper 
correlation in the educational experiences of the student, since equip- 
inent together with its care and preparation for use becomes a separate 
entity, a thing apart from the nursing care of the patient. This argu- 
ment seems rather far-fetched, because the use of equipment occurs 
always in connection with the patient, whereas its care on the patient 
floors often involves much valuable time which could and should be 
spent to far greater advantage with the patient. Here we find the 
student cleansing and sterilizing equipment for treatment trays at 
frequent intervals throughout her three years in school. Once more 
efficiency of achievement reaches the saturation point and becomes 
an uneducational routine that frequently invites carelessness. When 
many people have to do with the setting up of treatment trays and 
the sterilization of instruments and utensils, no one person can be 
held accountable for faulty equipment or faulty technique in arrange- 
ment. Often many tense moments are spent both by the doctor and 
Ly the nurse when some piece of apparatus, probably hurriedly needed 
in an emergency, fails to function properly. The resulting delay is 
of even more vital concern to the patient, whose life may be at stake. 

The welfare, the comfort, and the happiness of the patient are, 
after all, of primary importance even at the expense of the student’s 
education if need be. This alternative, however, does not become 
necessary, since the centralization of nursing equipment affords even 


21bid. 
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greater educational opportunities than does the old way of furnishing 
each department with supplies and equipment for every form of treat- 
ment. The central control station with its adjoining supply room, 
equipment room, and sterilizing room, is constantly under the super- 
vision of a qualified graduate nurse under whom the student may 
learn the proper methods of caring for all types of equipment. She 
will learn what to look for in determining whether materials are 
faulty or in perfect condition. She will become conversant with the 
actual cost of hospital supplies and equipment and with the proper 
means of conserving them. 

There is a standard for each type of treatment tray. The student, 
under proper supervision, learns to follow these standards and by 
supervised practice develops an efficiency in this particular skill 
which, if taught properly, will retain its correlation with the student's 
ward practice and classroom theory. Upon her return to the wards 
she has a far better understanding of the uses and abuses of hospital 
supplies, of adequate and inadequate sterilization, and of the amount 
of time and energy consumed in the preparation of every dressing she 


thoughtlessly has wasted in the past. 


os FROM THE STANDPOINT of economy to the hospital little more 
need be said concerning the desirability of centralized nursing equip- 
ment. Modern industry does not send its skilled labor to the stock- 
room or tool-rcom for needed materials; it arranges to centralize all 
these departments and provides the more economical system of send- 
ing supplies to skilled labor. Why not apply the same principle to 
the hospital? Graduate staff nurses and students alike should devote 
all their time to the actual nursing of the patient, since nursing is 
their cccupation, but a study of how a nurse spends her time in the 
average old type hospital would reveal the fact that much of it is 
spent in tasks that are not actual nursing—an uneconomical use of 
this skilled individual’s time and energy. 

Linen rooms similarly should be centralized and means should be 
provided for bringing these articles to the nurse either by a messenger, 
who certainly does not need to be a skilled employee, or, preferably, 
by means of electrically operated lifts. Ward maids on the floors 
should be delegated to distribute these linens as well as other supplies 
to the nurses at work in wards and private rooms. 

Summarizing the advantages of central nursing equipment, linen 
rooms, and supply rooms, one may enumerate the following facts: 
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1. A more uniform method of nursing procedure is encouraged. 

2. Greater efficiency and precision are brought about by the use of 
well kept equipment. 

3. It invites greater cooperation in efforts at conservation by both 
students and graduates. 

4. It practically eliminates the waste of gauze and cotton: 

a) At the American Hospital in Varis, France, “the accounting 
office shows a saving of approximately $600 a year for gauze alone, 
although both the daily average number of patients and the number 
of surgical operations have been higher than in previous years.” 

5. It greatly reduces the amount of leakage or shrinkage of sup- 
plies and equipment. 

6. It guarantees the fresh sterilization of all sterile goods, since 
there is no opportunity for its accumulation in some cupboard on the 
hospital floors. 

7. It greatly reduces the amount of capital invested, since only 
about one-third of the original equipment is needed.* 

8. Fully equipped standardized trays are ready at all times. 

9. It provides fully equipped trays for all emergencies. 

10. It places the responsibility of tray equipment upon one person. 

11. It reduces labor costs since it enables all highly skilled workers 
to spend their entire time at the work for which they are engaged. 
Unskilled and consequently lower paid workers are employed for all 
work on lower levels. 

A centralized purchasing department and storercom also result in 
great economy and may be made to function harmoniously with all 
other departments if the purchasing agent confers with departmental 
supervisors upon such questions concerning standards or quality of 
equipment and supplies. Combining the central purchasing depart- 
ment and the central stores under one manager makes for even 
greater economy Loth in time and money. The purchasing agent also 
has control of stock in the storeroom and is in a better position to 
take advantage of market conditions before stock is so low that he 
must buy at any price. Contracts may be placed more easily for such 
articles as are in demand by several departments. 

Centralized control over the purchasing department and storerooms 
reduces the amount of money tied up in inventory because there is 
hetter supervision over the number of articles in stock; it reduces the 


“Harrell, Virginia, R. N.: Centralizing nursing equipment—a suecessful ex- 
periment, Mod. Hosp. 86: 95-96 (Jan.) 1931. 
Hbid. 
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amount of space required for the storage of supplies; and it reduces 
the amount of clerical labor needed by bringing all records relating 
to the requisitioning and purchasing of supplies to one place and 


under single supervision. 


ow CENTRALIZATION of all patients’ records is another possibility 
in successful and economical hospital administration. All records, 
those from the out-patient department included, should be filed in 
one place. This system lessens the possibility of losing records, as 
so often happens when they are transferred from one record room 
to another as the patient is transferred from the out-patient depart- 
ment to the ward service, and finally back again to the out-patient 
clinic. Since every record literally becomes a patient’s professional 
life history, it acquires more or less research value, and, as a unit 
record, should be kept in one place regardless of how many admis- 
sions the patient has had to the ward or to the out-patient department 
cr to both. Keeping all records in unit form and in a unit filing 
system makes all data concerning patients easily accessible to those 
persons most interested in studying them. A unit record system also 
eliminates the duplication of equipment and personnel, thus making 
for greater economy. 

Even in the admitting department centralization may be made to 
function with great success and satisfaction both to the patient and 
to the hospital. Both the in- and out-patient, whether he walks in 
or is admitted in a horizontal position, come primarily to consult a 
doctor, and it should be the hospital’s aim to place him in touch with 
proper medical advice at its earliest convenience. Then why not 
make all facilities for this purpose available to him as soon as he 
enters the building? As near the door as possible is the proper 
place for the admitting department and for this reason the entrance 
to the hospital, especially to the ward services, and the entrance to 
the out-patient department should be brought together. 

Here again one might use the argument of greater economy re- 
sulting from the reduction of equipment and personnel by bringing all 
admitting services together in a central location and having the same 
admitting doctor see all patients. After all is said, however, it is the 
comfort of the patient which becomes the primary aim, and the con- 
venience which a centralized or unit admitting department provides 
for the patient really becomes its greatest asset. 


Hospitals frequently are criticized for their lax business methods. 
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Since industry has proved the benefits derived from centralization, 
it behooves the hospital world to give this economical method a fair 
and unbiased trial to that extent in which it aids in increasing the 
efficiency of service to the patient. 

The hospital cannot be separated from the health problems of the 
community. It occupies a strategic position ; it is the common ground 
upon which the patient, the community, and professional groups meet, 
and because of this position many opportunities and many obliga- 
tions are open to it. It becomes the codrdinator of professional, 
economic, and social activities in their application to health. The 
success of every hospital is built in large measure upon the good-will 
of the community as a result of patients’ leaving the hospital in a 
happy and satisfied state of mind. When to these objectives are 
added the effective principles that govern any successful business 
enterprise, the hospital truly will serve its community well, and its 
administrator becomes the trustworthy custodian of charitable funds 
which are contributed largely by members of that community. 
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Blankets for Hotels and Hospitals’ 


By H. R. Van Saun 
President, W. S. Libbey Company, Inc., New York City 


HAVE BEEN talking blankets all my life, trying to sell them, but 

I think this is the first time I ever addressed an audience who 

really wanted to know something about blankets, and I think 
you ought to be congratulated. Meeting buyers from New York to 
San Francisco, | can truthfully say that there are very few who know 
anything about the subject. I think it might be a good thing if the 
buyers of blankets would sometime have a meeting like this. 

First I am going to talk about wool. You know that wool sheared 
off the sheep is known as virgin wool and is produced in different 
grades. These grades vary according to how near the sheep is bred 
to the pure 100 per cent Merino sheep, which is the finest bred sheep. 
From this Merino sheep are bred down breeds of sheep that produce 
different grades of wool. As they breed off from the Merino, the 
wool is designated as three-quarter blood, one-half blood, three- 
eighths blood, and quarter blood, and the reason they are graded 
down this way is because the diameter of the fiber of the wool keeps 
getting coarser as the breed goes down. 

The true value of any fabric made out of wool is determined by its 
strength, and the strength is determined by the proportion of long 
fibers or pure wool used in its manufacture. There are, mixed with 
virgin wool, various types of reworked wool or, to speak bluntly, 
shoddy. Reworked wool has so many different classifications that | 
hardly know where to begin. The first is separating the long fibers 
of wool on the sheep from the short in spinning a worsted thread. 
These short fibers that are separated are known as noils, and this 
is practically the first grade of reworked wool. There are factories 
that do nothing but make shoddy. This is produced in various ways. 
They purchase such things as overcoating clips, wool suiting clips of 
all sorts and kinds, old clothes and everything that is worn that is 
made of wool. All of these things are chewed or torn up, as it were, 
back in their original condition, but in doing so each time it is done 
the fibers get shorter. Consequently the reworked wool is 
not as good as the long staple wocl. These short fibers are still wool 
and if put into any wool fabric, they will analyze in a chemical 


1Read before the National Executive Hcusekeepers’ Association, New York City, 
January 12, 1932. 
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analysis as wool. But to designate a material as all wool does not 
necessarily mean it is pure wool. 

You may be interested to know where the sheep in this country are 
grown. The best wool comes from a section of our country known 
as the “Triangle,” which is part of Wyoming, Montana, and Utah, 
where there are great numbers of high grade bred sheep, and the cold 
weather there produces a long fine wool. Ohio and Pennsylvania also 
produce fine wools, which can be classed with the wools grown 
in the “Triangle.” In certain sections of our country, such as 
Arizona and New Mexico, there is a good deal of alkali in the soil. 
The dust settles in the wool and when it rains the chemical action of 
the alkali soil, water, and sun tends to produce a harsh and brittle 
wool, so in the countries where there is alkali in the soil there are 
no fine wools raised. There are some very fine bred sheep in Cali- 
fornia but owing to the fact that the climate is not cold, the wool 
does not grow very long. 

When wool is sheared from the sheep it is known as “fleece wool” 
in the grease because it has not been scoured. Scouring removes not 
only dirt but a very large portion of the natural oil of the sheep that 
is in the wool fiber. Coarse wools do not shrink as much as fine 
wools, but a medium grade of wool will shrink approximately 60 
per cent in scouring. It takes approximately 24% pounds of wool 
from the sheep to make one pound of the clean wool. There is also 
what is known as “pulled wool.” When the sheep are slaughtered 
in the packing house, the back of their skin is painted with a chemical 
solution which loosens the fibers and a steel brush is then used to 
pull the wool off the pelt. This should be called, properly, “brushed 
wool” but is usually called “pulled wool.” It is particularly good wool 
and is used considerably in blanket manufacture. 

Australia is the largest wool-producing country in the world. It 
has something like a hundred million sheep. Argentina comes next 
with approximately fifty million sheep, United States being third 
with approximately forty-five million sheep. About 8 pounds of wool 
are sheared from a sheep. The number of sheep in this country is 
slowly being reduced regardless of the high tariff that prevails on 
wool, and we have not as many sheep as we had twenty-five years 
ago. British South Africa produces almost as much wool as the 
United States—Germany very little. Great Britain has about twenty 
million sheep so the principal countries of Europe get most of their 
wool from Australia except carpet wools, which are produced in large 
quantities in Turkey, Russia, and the Far East. 
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During the World War, England took all the wool produced in 
Australia. They needed a great deal to take care of their various 
requirements—so much so that it was necessary fer Australia to 
buy blankets made in America to be shipped for their use in Australia. 
The supply of wool in this country was very scarce. It was necessary 
to get a permit from the Government to get wool, and it was usually 
necessary to have an order for supplies for the Government in order 
to get any. 

So you can see that it is quite necessary for us to have a consider- 
able tariff on wool to protect our sheep industry so the industry 
would not die out entirely as it would if Australia and the other 
large producing countries were able to ship wool to this country at a 
price so low that our wool growers could not afford to grow wool. 


Cotton 


We raise in this country American cotton which makes a most 
excellent warp thread. (The warp is the thread running lengthwise 
in the blanket. The filling, as we call it, runs across the blanket.) 
There are many blankets made in this country in which they use 
a cotton warp and the filling is made almost entirely of cotton grown 
in India or China. This is very different from American cotton. It 
is very rough and feels more like wool. A blanket with 50 per cent 
of pure wool of long staple and 50 per cent of China cotton in the 
filling makes a very excellent blanket for hospital purposes, particularly 
so if they have to be washed very frequently. China cotton is grown 
on a good sized bush, very much like a small tree, and is grown in a 
very different manner from our domestic cotton. 


Manufacturing Blankets 


In the first place, the mixture that is used with the filling (we are 
talking now about a blanket made entirely on a cotton warp which 
is a blanket we recommend for hospital, hotel, and institution pur- 
poses) is made by taking, say, 100 pounds of the kind of stock you 
wish used (say, for instance, 50 pounds of China cotton and 50 
pounds of pure wool). In order to get this mixed thoroughly so 
that it will be evenly distributed in the yarns that are woven in the 
blanket, it is put in the picker room where it is picked and mixed 
just as much as possible. On this is sprayed an emulsion of oil— 
in very much the same manner in which an atomizer works. It is 
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necessary to do this so the fibers will twist readily when they are 
being spun in threads to be woven across the blanket. It is necessary 
to oil this stock before starting the spinning whether it is all wool 
filling or whether it is a filling of part cotton and part wool. It then 
goes to what is known as the “cards” where the spinning starts. 
This machine is called a “set of cards.” The wool and cotton are 
put into a bin at one end and large cylinders pick it up and carry it 
through to the point where it finally comes out the other end of the 
cards in a strand about the size of a lead pencil. It is then put on 
as they are called, or spinning machine, and spun down 


’ 


the “mules,” 
to the required size of yarn. After that it is woven into the blanket. 
Then it has to be scoured to remove the oil and shrunk down to the 
proper width. After that it is thoroughly dried, then napped or 
finished, and then cut up into a blanket of the desired length and 
bound and made ready for packing for shipment. Blankets are 
usually woven in cuts, as they are described, of about ten pairs in 
length. They go through the mill from the weaving process down to 
the finished blanket, when they are cut up into the proper length. 

A blanket as it comes off the looms without any finish or nap on 
it would not be warm as compared to one that is finished or has a 
nap on it, which is a finish that is closely comparable to fur on a fur 
bearing animal. Napping machines produce this nap by a process 
in which the fabric is run over a series of rollers covered with wire. 
This pulls out the fibers and produces the nap or finish on a blanket. 

It is most important, if a blanket has a large percentage of wool 
in the filling, that the goods be thoroughly shrunk after it is woven. 
This produces a better fabric and if properly washed, regardless of 
the fact that it may be all wool filling, it ought to shrink very little. 
Where blankets are washed a great deal, we think a blanket with 50 
per cent wool and 50 per cent cotton will give the most satisfactory 
results, only on account of the fact that laundries are apt to shrink 
all wool filling blankets more than is necessary. If they could be 
washed as the mill does it, we would recommend the all wool filling. 

It is most important that you know what type of wool is used in 
the filling, whether it is pure wool, reworked wool, or whether there 
is a percentage of reworked wool. We know of a certain blanket that 
was adopted as a standard blanket for a hospital that did contain 50 
per cent of wool and 50 per cent of cotton but the breaking strength 
was but 12 pounds. This is not very strong, which showed there 
was some reworked wool in the filling. We might say that we make 
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a blanket the same way and with the same wool content but the 
breaking strength is 25 pounds, and it is very easy to see that the 
blanket with the reworked wool in the filling would cost slightly less 
but there are years more of service in a blanket with a breaking 
strength of 25 pounds in the filling than in the blanket that shows a 
breaking strength of 12 pounds. Of course, the reason is that only 
long staple wool is used in the filling. Here is a case of two blankets 
having the same wool content but as wear is the disintegration of 
the fibers in any fabric, it does not matter whether it is cotton, wool, 
silk, or linen, all of which are fibers and have to be woven into yarn. 
The value of the article depends entirely upon the length of the 
fibers used and the longer the fibers the stronger they will be. It is a 
very easy matter to have blankets tested for strength and by the 
strength test you can very readily tell to a great extent the true value 
of any fabric. When one manufacturer does everything he can to 
make the goods 100 per cent right for service and satisfaction, his 
product is bound to cost more than that of the manufacturer who 
makes a similar blanket with the same wool content that does not have 
an equal strength test. One is made for service and one is made to 
sell ata price. What I am trying to explain is, the percentage of wool 
in any blanket means absolutely nothing because it is possible to 
make a blanket with 50 per cent wool and 50 per cent cotton in the 
filling that will out-wear another blanket that might be all wool filling 
because you can make a blanket with all wool filling that would have 
very few long fibers of the wool in it and it would not be strong, but 
it could be sold and would analyze as an all wool filling blanket, 
whereas a blanket with 50 per cent pure, long staple wool and 50 
per cent cotton in the filling would be stronger and more serviceable. 

I wish to impress upon you the importance of the serviceability of 
a cotton warp blanket over one that is made on a wool warp for the 
following reason: there are about one-third more warp ends in a 
cotton warp blanket than in an all wool blanket. Therefore, the 
filling that runs across the blanket is tied in so much closer. In other 
words the fibers will not disintegrate as readily in a finely constructed 
sheet or linen as they will in one that is more loosely constructed and 
more open. 

There is no question but what a blanket that is well made, with 50 
per cent of wool and 50 per cent of cotton in the filling, will out-wear 
any number of the cheap all wool blankets, and yet in the city of 
New York we do not think you can find blankets on sale in a single 
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department store which are 50 per cent wool and 50 per cent cotton 
in the filling because the public seems to think it must be all wool. 
That means just about the same as sterling does on silver, which 
is very little in the way of service, but blankets labeled ‘‘all wool,” 
regardless of what kind of wool is in them or how strong it is, will 
out-sell blankets made on a cotton warp of pure wool filling because 
of the fact that they are labeled “all wool.” I do not think any of you 
would think of buying a poorly or loosely woven cheap sheet or a 
cheap linen, because you realize the service is not there. The same 
principles apply exactly to blankets for hospital, hotel, and institution 
use, and we strongly recommend the cotton warp blankets with such 
a percentage of pure wool in the filling as you deem you can afford or 


should have. 


IVorsted IVarp 


It is possible for a wool blanket to be as finely constructed as a 
cotton warp and yet be all wool. This can be done by using a 
worsted warp. It is very expensive and there is no reason for it 
except that it could be marked “all wool.” The function of the warp 
in a blanket is about the same as that of your own spinal column. It 
does not do very much but holds you together. When the Claypool 
opened in Indianapolis, thirty vears ago, we made their blankets for 
them. They are still in use in the hotel. They are, naturally, worn 
to the point where they are used for summer blankets, but they are 
still there. Disintegration has taken place evenly over the whole 
blanket. 

One of the greatest troubles you have in taking care of blankets 
is that, generally speaking, they are not washed properly. If you 
use washing machines there is usually not enough water in the 
machines—too many blankets and not enough water. It is very 
necessary in washing blankets in a machine to have plenty of water 
so the blankets can slosh around in the water. If they are packed 
in, there is nothing to prevent them from shrinking. It is overcrowd- 
ing the machines that causes the trouble. There is no question but 
what with the proper washing machines blankets can be washed thor- 
oughly in ten minutes, but they must have plenty of water and the 
water must not be more than 98 degrees and the soap used must be 
free from alkali. 

The Carolyn Laundry in New York City has a laundry equipped 
with the very best machinery which operates along the line of regular 
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mill washing. We have no interest in this company except to recom- 
mend it to you as having what we consider the best washing machines. 


Color 


A number of years ago there were very few blankets sold except 
white blankets with colored borders. Of course, there were some 
grey blankets sold, but not so many. The plaid blanket was intro- 
duced approximately twenty-five years ago in the Eastern market and 
sales increased quite considerably up until two or three years ago, 
when solid color blankets came into vogue. The ordinary householder 
seems to prefer the pretty colors, and then again they are new and 
harmonize, usually, with the color scheme of the room. 

These goods are made by piece dyeing or by the wool being dyed 
and the yarns woven. Tan and beige color are very harmonious 
and will harmonize with almost any color. Green is also a very 
good color and harmonizes very nicely with other colors. As to fast- 
ness of color, orchid and blue are the two colors that are not par- 
ticularly fast color. 


Binding 


It is my suggestion that when you purchase blankets for service 
the binding on these blankets should .be what is known as_ the 
“whipped edge,” because it will probably last as long as the life of 
the blankets, whereas if they are bound with a ribbon binding, either 
sateen or silk, you will probably find it necessary to have them 
rebound several times during the life of the blanket. 
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The commercial exhibit will be an educational feature of the 
Detroit convention. 
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The Organization of the Hospital Dietary 
Department 


By Errte I. Raitt, M.A. 
Head of the Department of Home Economics, University of Washington, 
Seattle 
AND 
Mary W. Norturop, M.S. 
Director of Dietetics and Housekeeping, Harborview Hospital, Seattle 


VERY DEPARTMENT may not be completely organized in all divi- 
sions. Not every dietary staff serves completely in all ca- 
pacities. This is a composite picture of the ideal. 

Organisation—The dietary department properly consists of a 
dietitian as head and a staff under her direction. Her staff includes 
every person whose work is primarily food service in any of its 
phases. 

Budgets—In accordance with the best practice of today, the budget 
system is endorsed as essential to intelligent administration. A de- 
partment that involves such a large proportion of the expenditures 
of an institution must consider intelligent financial management one 
of its important functions. 

DivisIoNs OF THE Dretary DEPARTMENT 

a) GENERAL FOOD SERVICE 

1. Food service rooms and equipment 

Members of dietary departments are ready, if the admin- 
istration of the institution so desires, to assume respon- 
sibility for advising architects in regard to planning food 
service rooms, and the selection and upkeep of equipment. 
2. Employment management 
The director of the dietary department will ultimately be 
responsible for the organization and selection of her staff. 
This does not necessarily eliminate the central employment 
agent in a large institution nor does it mean that the 
dietitian may not assign this duty to one of her assistants. 
3. Buying 
3ecause the raw material provided is so important a fac- 
tor in the production of good food, the dietary department 
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is prepared to control quantity, quality, and variety of food 
purchased either directly or through a purchasing agent. 


4. Planning meals 


Planning meals for patients is the most obvious of the 
duties that fall to this department. When it is possible for 
all meals to be planned by the dietary department, it makes 
for economy of time, equipment, and materials. For the 
maintenance of the best possible physical condition of hos- 
pital staff and employee, an attractive diet nutritively ade- 
quate is essential. The dietary department is generally 
best equipped to provide this service for the entire per- 
sonnel of the institution. 


>. Preparation of food 


Any degree of failure in food service depreciates the 
work of all of the units in food service. Supervision of 
food preparation by one who is herself a master of the 
art insures high standards. 


6. Service of food 


The function of the dietary department culminates in the 
service of food to individuals. The dietary department 
cannot, therefore, be relieved of taking the responsibility 
for service, at least in a supervisory capacity. 


7. Accounts and records 


Business ability and efficiency in the dietary department 
may be measured by its accomplishment in the way of ade- 
quate, complete, and usable records either in its own or in 
the central business office of the institution. Certain rec- 
ords are always the work of the dietary department. Ade- 
quate secretarial and clerical help is needed in meeting this 
responsibility. 


b) SPECIAL DIETS AND INSTRUCTION OF PATIENTS 


1. The members of the dietary department will utilize every 


opportunity to codperate with physicians in the interest of 
patients. The necessity for more adequate attention to pa- 
tients’ individual needs in diets is recognized, 
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bo 


. Welfare of patients after leaving the hospital is in large part 
dependent upon their understanding of their dietary needs 
and limitations. Instruction of patients either individually or 
in groups is a recognized duty of the dietary department in 


well organized hospitals. 
C) SERVICE IN THE OUT-PATIENT CLINIC 


The dietitian, because of her training in special diets, nutri- 
tion, food preparation, and food economics, is particularly 
well fitted for the instruction of patients who must prepare 
special diets in their own homes, or for whom advice is 
needed as to the improvement of their general nutrition pro- 
gram. She can perform a valuable service not only to the 
patient but also to the physician, since she relieves him of 


detail work, thus saving his time. 
d) TEACHING STUDENT NURSES AND STUDENT DIETITIANS 


1. Teaching student nurses may be accomplished in class work, 
in diet kitchen service, and through case work. It is the 
responsibility of the director of the dietary department to 
utilize to the fullest extent every possible means for increas- 
ing the knowledge of student nurses and for enriching their 
experience in the field of nutrition, which is so vital a part 
of their training. 

2. Standards of hospital dietary work can le raised most rap- 
idly by steady progress in the training of dietitians both in 
college and in the hospital. The Education Section of the 
American Dietetic Association provides an annual personal 
inspection of hospitals offering ostensibly satisfactory courses 
to prospective dietitians and publishes each year a list of 
those that have met with the approval of the inspection com- 
mittee. It is also working actively with the heads of home 
economics departments in the colleges and universities in an 
effort to improve the fundamental college training of stu- 


dents who later enter hospital training courses. 
¢) HOUSEKEEPING 


The dietitian, having received her college training in the field 
of home economics, is able to adjust herself easily to the prob- 
lems of the housekeeping department. It may be feasible in 


[ 141 ] 








BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


some instances, therefore, if the hospital administration so 
desires, for her to be the director of housekeeping in the hos- 
pital. While the value of this combination is most obvious in 
a small hospital, it has also been worked out to advantage in 
large hospitals. It gives housekeeping a professional status 
and minimizes friction between this and other departments. 


--- ---# @ @-—-— 





The thirty-fourth annual convention of the American Hos- 
pital Association will be held in Detroit, September 12 to 16. 
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The Result of Ten Years of Operation of a 
Laboratory Service in a 100-Bed Hospital 
Under Full Time Direction 


By F. P. G. LATTNER 
Superintendent, Finley Hospital, Dubuque, Iowa 


HE DEVELOPMENT of the pathological and x-ray departments 
of a modern hospital is an indication of the great strides for- 
ward that have been made in scientific medicine. 

Finley Hospital, at Dubuque, Iowa, is a 100-bed general hospital, 
non-sectarian, and governed by a board of trustees. It is located in 
a city of about forty thousand inhabitants which has one other gen- 
eral hospital. 

Fifteen years ago Finley Hospital, like many others of the time, 
was a boarding house for sick people. Today it is more than that. 
It is of great interest to sketch the history of the development of the 
hospital as evidenced by these two laboratory departments and show 
what has been accomplished. 

The first establishment of scientific work in the hospital was made 
before the war. One of our local physicians, who did a great deal of 
pathological work, arranged to have a pathologist come to Dubuque 
and guaranteed her a salary of $150 per month in consideration for 
which the physician was to have unlimited use of the facilities of the 
laboratory. The other doctors were privileged to use the service on 
the basis of paying for whatever work was done. The doctor making 
the guarantee and responsible for this innovation donated all his 
laboratory equipment. The only restriction was that the department 
was to be under the supervision of a committee made up of two doc- 
tors and one member of the hospital board of trustees. 

This arrangement was continued until after the war in spite of 
much antagonism on the part of some of the doctors and suggestions 
by some that the original sponsor was making a large “rake-off” on 
the work. 

Finally conditions became such that the entire project was about 
to break down and it was decided to make another start. A new 
pathologist was obtained and this man is still with us. Real progress 
dates from his arrival. The method of reporting the findings of the 
work done and the method of filing and indexing these reports for 
future reference as then established has to a large extent been con 
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tinued to the present time. Routine charges for laboratory work for 
all patients entering the hospital were established so that laboratory 
work would be assured—this with the thought in mind that it was 
for the patients’ own good, as well as to encourage the hospital staff 
to use the service. Routine examinations of all tissues removed at 
time of operation was required. This was felt to serve a three-fold 
purpose: (1) To give an accurate check on surgical diagnoses; (2) 
to detect any unsuspected lesions, but especially malignancy; (3) 
because the knowledge that there was such a check served to deter 
the too liberal use of surgery to the exclusion of other forms of treat- 
ment. 

Postmortem studies made have also been valuable. They are very 
important in checking the accuracy of the diagnostic and therapeutic 
work of every department, including the laboratory and x-ray depart- 
ments, and have stimulated a more scientific attitude toward medi- 
cine; the percentage of autopsies done is a very good index of the 
efficiency of the medical staff. Furthermore the combined clinical 
and postmortem reports often are the basis of a scientific paper 
which may be published by a member of the staff. 

The use of these established facilities of the pathological labora- 
tory has been most encouraging and the number and type of tests 
made in these years are as follows: During these ten years there have 
been 120,978 examinations made, an average of about twelve thou- 
sand per year; 66,374 examinations, or 55 per cent of the whole, 
were made for resident patients, each of whom had an average of 
between five and six tests ; 13,564 examinations, or 11 per cent of the 
whole, were made for out-patients; 41,040 examinations, or 34 per 
cent of the whole, were made for the city and county of Dubuque. 

The laboratory work for the city and county has been done under 
contracts calling for a stated sum of money each month regardless of 
the number of tests made. They are of benefit to the municipalities 
as they get good and immediate laboratory facilities at a reasonable 
figure. It is of benefit to the hospital as it provides a fixed sum each 
month that can be relied upon to assist in taking care of the depart- 
ment expense. 

In addition, our pathologist has found time and opportunity to 
establish a museum which is quite remarkable in the number and 
variety of specimens. 


The pathologist also has been of great value to the doctors in con- 
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sultation work, being available at all times to give advice. This serv- 
ice has been much used and is regarded highly. 

To handle this work, the pathologist has two technicians who are 
on a full-time basis. It is interesting to note that the pathological 
laboratory now occupies all of the building that originally comprised 
the entire hospital. Such has been the growth of scientific medicine 
and its use in the care of the sick. 

The history of the development of the x-ray department has been 
of a similar nature. The first equipment was given to the hospital 
by one of the local physicians. A technician was employed who took 
the films and they were then read by the individual doctors. This, 
of course, was most unsatisfactory as many things were being read 
into the films that were not there. It was decided to obtain a full- 
time roentgenologist. From this time on, the department steadily 
increased in value and usefulness. Films were correctly read and the 
doctors could feel certain that they might rely on the findings as given 
to them by the roentgenologist. In this department, as in that of the 
pathological laboratory, the amount of work steadily increased. 

For the last few years, the total number of patients using the 
x-ray service has averaged about sixteen hundred annually. Of these, 
about twelve hundred are in for diagnostic work, three hundred for 
treatment, and one hundred for miscellaneous work such as diather- 
my, thermo- and ultra-violet therapy, ete. 

New equipment was added from time to time until now we have a 
radiographic machine, a fluoroscopic machine, a cystoscopic table, 
and a deep therapy machine, with all the extra equipment necessary. 

The roentgenologist now has one technician who is on a full-time 
basis. Until late last fall two full-time technicians had been employed, 
but it was found possible to handle the reduced amount of work now 
being done, due to economic conditions, with but one full-time tech- 
nician. 

No doubt the question has occurred to you as to whether we can 
afford to do this work with trained specialists in charge of these 





departments on a full-time basis. I shall cite figures—always dull, 
but they prove many a point—which show that each department has 


carried itself. 
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X-RAY 
Earnings Expense 
Perce kA does deus nsaroranerets $ 6,848.10 $ 4,946.46 
EEE COTTE OT EEE ee Tet 10,044.18 14,880.08 
EE EE CLT eT eee 10,596.03 8,174,96 
ain Cees Raiunnvarveeweraews 11,685.00 8,914.02 
BDA eis arinlsg9 onl dv Giay seo C meee eee os 14,323.70 10,102.48 
| eee eT Tee Peer ee ree 13,841.75 16,474.47 
Ps cin ca Mer eua nanan Nowruwnenwe 17,905,75 9,356.55 
BG Arie Fab ewe has vonen chorea awas 21,580.75 15,292.96 
| Pe Se er er eee 20,168.00 13,801.09 
i eaee te Uke Veena doa ee 18,624.60 12,668.89 


PATHOLOGICAL 


Earnings Expense 
| Oren 8 $10,388.31 
Ea ee ee re ree 11,459.17 8,054.72 
a SPE ECL eee rare 11,080.03 9,105.86 
Od AGRE BOE cna ere eee orate eae era Oe 10,430.10 8,820.69 
DN esheets Sraweweve peeve ty BAA Sissons Wigs 12,063.20 8,992.65 
PP itiwles idpeiwasssegeaweee dees 12,883.37 8,729.96 
Es haswie cae Nee ien kee eekeuenes 13,568.06 9,527.41 
Ee on RPE gery 15,214.75 10,906.15 
BBO ee ik aan tea ard eerie On 17,445.22 11,292.03 
FR ee Pe et Oe eT 14,855.25 10,409.45 


Included in these figures on the expense side are all salaries, com- 
missions, supplies, and replacements. There is not included any part 
of the overhead, such as administration, light and fuel, and uncol- 
lectible accounts, but if we should charge each of these departments 
with their proper share of these items, they would still show a profit. 
All capital improvements made for the departments have been charged 
to them as a current expense item, this accounting for the large ex- 
pense figures in two of those years in the x-ray department when 
much expensive new equipment was purchased. 

Did these departments but break even or lose a little, we would feel 
that it would be worthwhile to continue our program, since the 
benefits aside from dollars and cents are manifold. Among them are: 

1. The great value in having always available a pathologist and 
roentgenologist to consult with the doctors, to say nothing of the ad- 
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rantage of having knowledge assisting in a diagnosis ready at call 
when needed. 

2. The benefit in having a trained specialist in charge of each 
department to insure a high grade of work at all times. 

3. The laboratory department is a scientific division of the hospi- 
tal under the direction of professional men who are employed and 
paid by the hospital and whose income is in no way dependent upon 
the work other physicians may send them. With an appreciation of 
this fact on the part of members of the staff and other practitioners 
who bring patients to the hospital, greater care is taken in diagnosis, 
and fewer mistakes are made. 

4. An important aid in presenting worthwhile discussions of case 
histories in staff meetings. The two department heads can work up 
and discuss cases with an impartiality that is impossible among 
private practitioners. 

5. The greatest benefit, of course, is to the patient, to whom has 
Leen made available this high grade of scientific diagnosis together 
with a raised standard of work among the medical practitioners. 

Our records show that from a financial standpoint full-time direc- 
tion has been most satisfactory and we have no hesitation in saying 
that from a medical and scientific standpoint it has been even more so. 
Another benefit that has resulted in a few actual cases is that patients 
who are sent in for pathological or x-ray work, without any thought 
that hospitalization may be necessary, return to us as in-patients, some 
because it is apparent that they need immediate care and should 
remain in the hospital and others, who have been impressed with the 
quality of the work in those two departments, because they want to 
be cared for in our hospital. 

—_——_+ ©«—__—_ 
Coming Meetings 
Louisiana Hospital Association, Alexandria, April 7. 
Texas Hospital Association, San Antonio, April 8-9. 
American Nurses’ Association, San Antonio, April 11-16. 
National League of Nursing Education, San Antonio, April 11-16. 
Joint Meeting of Arkansas, Kentucky, and Tennessee Hospital Asso- 
ciations, Memphis, April 18-19. 
Southern Methodist Hospital Association, Memphis, April 20-21. 


(Continued on page 177) 
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Painting with Color in the Hospital 


By M. Rea Paut anp J. P. St. GEORGE 


Colorists, Research Laboratories, National Lead Company, New York City 


SYCHOLOGISTS have pointed out that people are unconsciously 

influenced by the colors with which they are surrounded. In 

numerous instances a marked change in mental attitude has 
been observed in perfectly normal persons when harmony has taken 
the place of strong, unrelated colors that unconsciously irritate, or 
when cheerful or stimulating hues have been employed to replace 
plain, cold white or dark colors of a depressing nature. How these 
cheerful and stimulating hues are prepared, the conditions that re- 
strict their use to certain rooms of the hospital, the economies 
developed through standardizing on colors and painting practice, are 
discussed in some detail in this article. 

Standardization is not new in the hospital field. A large part of 
hospital equipment and materials is already standardized. Fur- 
niture, linen, medical supplies, kitchen equipment, are all decided 
upon by the brand or make because they are known through ex- 
perience to meet certain requirements, and all necessary replace- 
ments or additions are handled almost automatically. There is no 
wholesale securing of bids and samples every time a clinical ther- 
mometer is dropped or a hot water bottle leaks. It takes but a few 
seconds to order a duplicate because all these supplies and similar 
equipment have been standardized. 

It is just as logical that standardization should be extended into 
the paint shop. The benefits will be correspondingly great. Any 
hospital superintendent who decides on pure white-lead as the paint 
to be used in his institution saves himself a great deal of unneces- 
sary trouble. There are several very good reasons why this is true. 

In the first place white-lead is a basic paint material. It makes an 
equally satisfactory paint for exterior wood, stucco, and brick or 
interior plaster and woodwork by simply varying the type and propor- 
ticns of ingredients with which it is mixed. Furthermore, by the 
simple addition of one, two, or three colors-in-oil, white-lead paint 
can be tinted to the exact color required. It is then possible to reduce 
the material inventory to a minimum. White-lead, turpentine, linseed 
oil, flatting oil, varnish, drier, and eight colors-in-oil (Venetian red, 
English tuscan red, medium chrome yellow, French ochre, lemon 
chrome yellow, medium chrome green, lampblack, Prussian or Chinese 
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blue) comprise the entire list of ingredients needed to paint any 
type of surface, inside or outside, in any of the colors or modifica- 
tions of the colors recommended for use in the following. 

Once the most suitable color for each room and department of an 
institution is determined, it will no longer be necessary for the su- 
perintendent to consume valuable time discussing with his painter 
the proper color or colors to use on a given interior. He will be able 
to order a room redecorated just as simply and quickly as he orders 
a new bed. He can do this with perfect confidence that the room 
in question will be treated as it should be, from the standpoint of both 
color and materials used. 

At this point it might be well to say that there is no one color— 
no universal cure-all—that can be used efficiently throughout the 
rooms of all hospitals or any one hospital. The interior of each 
institution presents for consideration an individual problem. 


cv BeErorE it Is possible to establish any definite specification, it 
is necessary first to look into the question of color rather broadly, 
and then narrow the point of view until it most efficiently meets the 
needs of the room or department of the particular institution to be 
treated. 

In looking back over the past we find that research has, in general, 
proceeded along lines of physiological investigation almost exclu- 
sively. Comparatively little attempt has been made to study 
psychological reactions. Despite this fact, we find that every eleemo- 
synary institution throughout history has been created, though per- 
haps indirectly, for the promotion of mental ease and welfare. The 
cure of purely physical diseases, and the relief of the attendant 
mental suffering, comprised the double purpose of the early students. 
It was found that mental condition was a strong factor in influencing 
recovery, and in consequence the science of psychology became a 
natural outgrowth of the sciences of medicine and surgery. 

The normal healthy individual is usually active physically, and 
does not find it difficult to maintain a favorable condition of mental 
buoyancy. The hospital patient racked by pain, or forced to lie 
quietly for extended periods, tends to become a victim of mental 
depression. Under such conditions, occurrences of a trivial nature 
may prove sufficient to cause mental disorders. It is extremely 
important, therefore, that a favorable environment be established 
for the patient. It is not thought that such an environment will 
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insure a cure, but simply that pleasant surroundings assist materially 
in maintaining a cheerful attitude. This favorable attitude in turn 
will constitute an important factor in the cure. 

The fact that light is essential to man’s health has been known 
for many years. [ven in the early days, when sun worship was 
common, the effect of sunlight on the physical condition of the 
human being was evident to the mind of man. Recently heliotherapy 
has been widely employed in the treatment of certain disorders of 
the human system and the results obtained by these treatments have 
justified continuance of the work and, furthermore, closer research 
into the nature of the health-giving rays. An increasing number of 
hospitals are now spending large amounts of money to provide spe- 
cial glass for certain windows to permit transmission of the ultra- 
violet rays from the sun, and are also going to considerable expense 
to provide sources that will radiate ultraviolet in special rooms and 
other portions of the interior where natural illumination is inade- 
quate. To insure maximum benefit from this light, it obviously is 
necessary to devote some care to the selection of materials with 
which wall surfaces may be coated, in order that a surface may be 
established that most efficiently reflects the ultraviolet radiation which 
the institution is going to so much trouble and expense to introduce. 
Of all the various pigments available, pure white-lead has the unique 
distinction, among those white pigments satisfactory for use, of 
having the highest coefficient of reflection of ultraviolet light. 

While treatments involving the use of light have been directed 
principally at the physiological system, there is undoubtedly a strong 
psychological aspect to be considered. Any individual, if forced to 
remain in an absolutely dark room for an extended period, becomes 
depressed. Bright, sunny surroundings, on the other hand, are 
known to have a cheering effect, while there are other color stimuli 
that appear to have so soothing a character as to suggest restfulness. 
These statements refer to temporary mental attitudes of the normal 
individual, embracing responses evoked only upon receiving certain 
stimuli in the form of radiant energy. 


os IN CONSIDERING a color treatment for a hospital interior, atten- 
tion should be given first to the utilitarian or practical aspect, and 
second, to the psychological aspect, or the effect upon the individual. 
The practical aspect refers to such considerations as size and shape 
of the room, use for which it is intended, amount of light received, 
and any special architectural details that distinguish it. The psycho- 
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logical aspect concerns response to color environment by the patient, 
members of the hospital staff, and visitors. 

All of the various ways in which colors may be employed to ad- 
vantage in the modern hospital could not be discussed in this limited 
space. An attempt has been made, however, to cover the principal 
colors in a general manner and touch on the treatment of certain 


types of rooms. 
Red 


Red in its saturated state gives the impression of forcefulness, 
energy, and aggressiveness. [émployed over large areas such as side 
walls, a strong red color tends to stimulate in some instances to the 
extent of becoming a source of irritation. Red is employed, when 
modified by the addition of white-lead and small amounts of other 
colors, for certain special rooms of the hospital. The eye, ear, nose, 
and throat room and fluoroscopic room of the x-ray department can 
be most efficiently treated with a violet red to which sufficient lamp- 
black has been added to provide a dark red color of low reflectance 
under white light. As a result of its use, extraneous light is readily 
absorbed. In the semi-darkness of the developing room, this violet 
red is superior to the previously employed black since it provides 
more efficient reflectance under the dim red customarily employed 
as the source of light. 

While saturated red as a wall color may become a source of irri- 
tation, it is nevertheless desirable for use in special rooms devoted to 
melancholia patients when the strength of the red has been extended 
with white-lead and a little yellow. The color resulting from this 
mixture, although of moderate reflectance, is so forceful as to create 
a favorable reaction on the part of a patient subjected to its influence 
for a limited period. 


Yellow, Buff, and Tan 


The outstanding physical characteristic of yellow and buff is the 
ability to reflect a comparatively high percentage of all incident light. 
These colors, when properly modified, serve admirably for the side 
walls of corridors and wards where efficient light reflection is neces- 
sary. Many unusual conditions of interior illumination can be con- 
trolled and corrected by using yellows and bright buffs. Where the 
light is received in greater amount, deeper tans can be employed to 
retain the warm atmosphere of the yellow, and incidentally cut down 
the amount of reflected light, thus preventing glare, 
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Light buff is particularly effective for the treatment of baths, 
corridors, diet kitchens, and toilet rooms, for the reasons given above. 
It is possible, in these rooms, to utilize a darker tan dado color, 
mottled if desired, to harmonize with the upper side wall. After 
selecting a buff for the upper side wall, and a deeper tan for the 
dado, some of the same color used for the upper side wall is sponge- 
mottled over the dado. This accomplishes two purposes in that it 
adds a certain amount of interest to an otherwise plain surface, and 
makes it easier, on repairing the dado, to eradicate all inequalities in 
appearance. 

Large wards as a rule present a very barren appearance, particu- 
larly when treated in a cold color such as a gray. Light buff or a 
light yellow, which can readily be obtained by adding a little chrome 
yellow, raw sienna, or French ochre to white-lead, can be used on 
such wards with excellent results. In wards where convalescent, 
tuberculous, or feeble-minded patients are to be located, it is good 
practice to use such a color, since patients of these three types ap- 
parently react in a very favorable manner to the pleasant, sunny 
surroundings these light colors provide. In private rooms the prob- 
lem is not so general in scope and some latitude must necessarily 
be allowed in the treatment of these interiors. 

While a subdued color such as gray is preferable because it con- 
trols the light reflection factor very closely wherever any surgical 
work is done, in instances where the patient is not unconscious, 
consideration should be given to his attitude while in the room. For 
this reason, a comparatively bright, cheerful buff is recommended for 
the delivery, dental, and x-ray radiographic rooms. 

Although buff and tan partake to a considerable extent of yellow, 
the production of this color should be controlled by small amounts of 
red and black in addition to the white-lead. Red introduces a sug- 
gestion of stimulation, while black is employed to adjust the light 
reflectance, neutralizing and softening the hue in such a manner as to 
suit the individual illumination requirements of the room. Reception 
room, entrance hall, offices, library, and other units may be treated in 
this color with excellent results. 


Green 


Considering the extent to which green is found in nature, and the 
variety of hues in which it occurs, one may readily anticipate its 
adaptability as a hospital treatment. Symbolically, green is significant 
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of peace and quiet. When green or yellow and blue are added in 
proper proportions to white-lead, a color is produced that is partic- 
ularly suitable as a side wall treatment for certain rooms of the hos- 
pital in which neurasthenia patients may be placed during periods of 
hysteria. It has been found that an individual in a disturbed frame 
of mind, remaining for some time in a room treated in this manner, 
appears to react more readily to treatment under the soothing influ- 
ence of a pleasing restful green. 

A grayed green, of appropriate brightness, is excellent for use in 
certain private rooms, nurses’ dining rooms, and in some instances 
nurses’ rest rooms. It is a well known fact that the nurse, after a 
nerve-racking period on duty, is entitled to the same careful consid- 
eration as a highly nervous patient. Her leisure hours should be spent, 
insofar as it is found possible, in a color atmosphere entirely different 
from that of the hospital. Even the brief respite afforded at meal 
time should, by use of proper colors, be made as effective as possible. 

In the solarium, where the convalescent patient spends a consider- 
able part of the day, it is essential that the side wall and ceiling treat- 
ments selected for this room be of a nature conducive to cheerful- 
ness and comfort. Here, again, the use of green is found advan- 
tageous, but in its preparation a greater amount of yellow should be 
incorporated in the mix to provide a warmer, brighter color. 


Blue and Violet 


The hospital should, as far as possible, avoid the use of blue and 
blue-violet as side wall colors. Where blue pigment is used in com- 
bination with yellow or red to tint white-lead, its cold, depressing 
characteristics. are counterbalanced by the warmth or brightness of the 
other colors, and the resulting tint, provided the proportions employed 
are correct, is well suited for certain purposes. 


Gray 


The achromatic colors, or grays, are of considerable interest and 
importance in the interior treatment of the modern hospital. By 
definition, a gray surface is non-selective; that is, it reflects all the 
visible wave lengths of the incident light equally well, and therefore 
possesses no hue. In practice it is found that a truly “hue-less” gray 
is difficult to obtain because the pigments customarily employed in the 
production of gray are not strictly non-selective, but reflect a small 
amount of hue. As an example, lampblack, when combined with 
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white-lead, produces a comparatively cold blue-gray; thus, in order 
to make the resulting color approach a neutral gray, it is necessary to 
add a small amount of some pigment on a warm order, such as 
medium chrome yellow. 

The operating group, including the operating, anesthesia, post- 
operative, and other rooms, can be most efficiently treated with a 
color on this order, so prepared as to reflect not more than 50 per 
cent of the incident light. Surgeons in many large institutions have 
stated that they find the gray side wall superior in every way to white. 
As a matter of fact the walls of rooms in this group are really re- 
quired to absorb and not reflect a considerable percentage of light, 
owing to the fact that the operating field is strongly illuminated. 
Stray light that might be reflected from a gloss white wall would 
detract from rather than increase the general efficiency. 

Considered from the psychological standpoint, gray presents inter- 
esting characteristics. Very dark gray, approaching black, appar- 
ently exhibits depressing tendencies when used over a large area. A 
neutral gray, just off the white, has the same barren, glaring appear- 
ance as the latter color. Grays, however, in the vicinity of “median” 
gray, possessing light reflectance within the range of 25 to 60 per 
cent, are adaptable for use in many rooms, such as large dormitories 
and large general wards, the hydrotherapy group, and the deep ther- 
apy room of the x-ray group. The gray found most satisfactory in 
the operating and hydrotherapy groups is somewhat deeper and 
slightly warmer in tone than that in the other rooms mentioned. The 
object is to establish a restful atmosphere, since it is sometimes nec- 
essary that the patient lie quietly for an extended period of time, 
avoiding as far as possible any tendency toward excitement or nerv- 
ousness. 


os It Is TO BE expected that some question will arise concerning 
the use of white as an interior color in hospitals. Some years ago 
the use of different tints and shades was not considered in keeping 
with the character of hospital institutions. All rooms, with the pos- 
sible exception of the reception rooms and the superintendent’s office, 
were treated in white—ceilings, side walls, and trim. The purpose 
was to insure detection of small amounts of dirt that might escape 
observation on tinted surfaces, and thereby make frequent cleaning 
necessary in order to preserve strict cleanliness. Research work in 
bacteriology brought to light the fact that the most harmful germs 
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PAINTING WITH COLOR 


were not those which could actually be seen even on a white surface, 
and therefore detection of an unsanitary condition might not be 
made possible simply by the use of white as an interior color. It was 
found that frequent washing was essential, regardless of appearances, 
and that frequent painting, particularly in the case of those interiors 
in which contagious or infectious ailments were treated, was an abso- 
lute necessity. Paint was found to have definite germicidal value 
while fresh, and when dry was found to form a waterproof, smooth 
surface without pockets in which organic matter could permanently 
lodge. 

The question now arises as to why colored surfaces are recom- 
mended instead of white. In the first place, an interior in which all 
the surfaces are white presents a very glaring, barren appearance. 
The introduction of properly selected colors for the ceiling, side 
walls, wood trim, and floor tends to remove this cold institutional 
look and instead provides a restful atmosphere of warmth and com- 
fort. Light tints suitable for introduction in hospital rooms appear 
just as clean as does white. Under the present well established sys- 
tem of periodic cleaning and repainting, there is little danger of over- 
looking any room simply because it has been treated in a color on 
which ordinary dirt accumulation might not be particularly apparent 
at first glance. 

Because frequent cleaning of painted surfaces is necessary, many 
superintendents feel that a paint of gloss finish is required. As a 
matter of fact, a glossy wall, woodwork, and ceiling surface is not 
desirable. A surface with a high gloss acts like a mirror, though in 
a somewhat lesser degree. Every light, from whatever source, is 
reflected from one point to another on the surface, resulting in highly 
concentrated areas of light and shadow. This is inefficient from a 
lighting standpoint and it is tiring to the eyes of patients, nurses, 
and others. 

With white-lead and flatting oil, it is possible to paint hospital 
interiors so that they have an even, light-diffusing surface which will 
retain its substance and color for a satisfactory period, even under 
frequent scrubbings with soap and water. 

Drying, with a glossless finish white-lead paint, gives to walls and 
ceilings that very desirable and necessary quality of uniformly dis- 
tributing illumination, whether natural or artificial, eliminating all 
excessive high lights and shadows. Yet it has enough luster to save 
it from a dead flatness. 
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In the foregoing paragraphs an attempt has been made to point 
out that the entire painting problem in the hospital should be con- 
sidered and dealt with just as are the other problems handled daily 
by the superintendent in maintaining his institution as a well oiled, 
smooth-running organization. Once he has standardized on materials 
and colors, dealing with painting becomes a relatively simple matter. 
At the same time he is assured that the painting is being handled eco- 
nomically and soundly both from a practical and from a therapeutic 
angle. 


—--—-# @@— —— 


The John B. Murphy Hospital Clinic 


The new out-patient clinic at the John B. Murphy Hospital, the 
establishment of which was successfully undertaken by the Sisters 
of Mercy who are in charge of that institution, is making a great 
contribution to the care of the sick, during this period of unemploy- 
ment and economic depression. The Sisters of Mercy have been a 
part of Chicago’s history for more than one hundred years. They 
opened the first hospital in the city and for many years had charge 
of the first county hospital. The institutions which they have estab- 
lished have been efficient and have prospered, and this new clinic 
in honor of the late Dr. John B. Murphy will greatly emphasize 
the fine accomplishments in the care of the sick which has character- 
ized the work of the Sisters of Mercy in Chicago. 





Detroit convention, September 12-16. Reduced rates on all 
railroads. 
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Hospitals and Follow-Up Studies 


The Association of Life Insurance Medical Directors has suggested 
a simple method by which hospitals may be greatly aided in their 
follow-up studies. In so many instances patients who have been 
treated in the hospital are lost track of after their discharge and the 
valuable information and scientific data incident to follow-up study 
cannot be secured. 

Dr. Charles L. Christiernin, assistant medical director of the 
Metropolitan Life Insurance Company, has interested his association 
in rendering a valuable service to the hospitals in locating former 
patients for this study. 

The method that is suggested is extremely simple, namely, that 
the admission form of the hospital should be so arranged as to show 
the name of the company in which the patient, who is applying for 
admission to the hospital, carries life insurance. It is not necessary 
to know the amount or the plan of insurance or any other matters 
concerning it, merely the name of the company. It should be care- 
fully explained to the patient that the record is for statistical pur- 
poses and for no other reason. 

At some future time the given hospital may wish to study, for 
example, the result of its treatment of gastric ulcer. A certain num- 
ber of its former patients cannot be located. The admission records 
of the hospital will show the names of the various insurance com- 
panies in which these individuals carry life insurance. The hospital 
will then send to Dr. Thomas H. Willard, chairman of the Pub- 
lic Health Committee of the Association of Life Insurance Medical 
Directors, 1 Madison Avenue, New York City, a list of these names 
giving the date of birth, the place of birth, and the occupation ad- 
mitted on the record of the persons whose present status it would 
like to know. From these lists the committee will obtain from the 
various companies the desired information such as that the individual 
is still alive or that he died on a certain date and the cause of death as 
shown by the claim records. While this plan may not supply the 
information concerning all of the cases to be studied, nevertheless it 
is believed that it will be a valuable help to the hospitals in making 
scientific investigations. 

It is interesting to know that several of the larger hospitals, among 
them Presbyterian Hospital Medical Center, New York City, Boston 
City Hospital, the University of California Hospital at San Fran- 
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cisco, and others have already incorporated in their admission blanks 
an inquiry as to whether or not the patient carries life insurance and 
in what company, and great benefit both to the hospital and to the 
patient would result if hospitals universally adopted this practice. 


—-—-—# © ¢—. 


Benefactions 


Arkansas 
Bentonville —Under the terms of the will of Mrs. A. J. Bates the 
sum of $40,000 was bequeathed to the city for the purpose of build- 
ing and equipping the Bates Memorial Hospital. 
Massachusetts 
Boston —The will of Mrs. Edith W. Gallagher, of Milton, leaves 
$20,000 to the New England Deaconess Hospital for the care of 
diabetic and cancer patients. 
Minnesota 
Hutchinson—The Hutchinson Community Hospital was be- 
queathed $10,000 by the late A. L. Ritter as a trust fund, the net 
income from which is to be used for medical, surgical, and nursing 
care for indigent patients. 


New York 
Huntington—The Huntington Hospital Association receives the 
sum of $10,000 under the will of Willard N. Baylis. 


¢ 
e 
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The commercial exhibit will be an educational feature of the 
Detroit convention. 
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Our Thirty-Fourth Annual Convention 


HE American Hospital Association will be guests of the city 
of Detroit during convention week, September 12-16. Prepara- 
tions for this convention are progressing satisfactorily. 

The program committee is arranging a series of meetings which 

will be of the greatest possible interest to hospital people. Working 
in close codperation with the officials of the different regional asso- 
ciations the committee has outlined the work of convention week so 
as to assure a maximum attendance at each session. The daily ses- 
sions will be held in the four large and comfortable halls located at 
the exhibit hall and the evening sessions will be held in the ball- 
room of the Book-Cadillac Hotel. The annual banquet and_ ball 
has been assigned to Wednesday evening. The chairman of the 
various sections are completing their programs and the general ses- 
sion will be under the direction of President Fesler and Vice-Presi- 
dents Dr. Willis G. Nealley, Robert E. Neff, and Miss Charlotte 
Pfeiffer. 
The hotel accommodations arranged at Detroit are unexcelled. The 
two largest hotels, the Statler and the Book-Cadillac, have quoted 
rates at a lower range of prices than at any of our previous conven- 
tions. These magnificent hotels are but six minutes’ ride by bus from 
the convention hall and the transportation arrangements to and from 
the hotels have been made at a rate of 10 cents each way for the 
bus fare. The hotels in Windsor are equally accommodating and 
provide facilities for those who may desire to remain on the Canadian 
side. 

The entertainment committee, composed of Detroit hospital people, 
is arranging a series of diversions for the delegates and exhibitors 
that will add a great deal to the enjoyment of convention week. 

Each succeeding convention of the Association is made more at- 
tractive and more worthwhile to hospital people. This year will be 
no exception to the rule and the reservations already made insure an 
attendance at the Detroit convention larger than in the last few years. 

The success of the commercial and educational exhibits is assured. 
A larger number of exhibitors have requested space at this conven- 
tion than at any other convention since Atlantic City. 

The transportation arrangements are ideal. The railroads are 
putting on attractive rates. Those of us who are “air-minded” can 
make the trip to Detroit for approximately the cost of rail transporta- 
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tion, while the automobile lines of travel in and out of Detroit in 
every direction are equal to the best on the continent. 
Reservations should be made either at the Book-Cadillac Hotel or 


Hotel Statler as soon as convenient. 
----_# @ @—— 


National Hospital Day 





HE 121TH of May this year falls on the second Thursday of the 

month. Its observance by our hospitals will have a particular 

significance at this time. If there ever was a period in their 
history when hospitals needed the moral and material support of their 
communities and their friends it is this year. National Hospital Day 
affords the best opportunity our institutions will have for bringing 
the public into a close appreciation of the work they are doing and 
the many problems which are confronting them. Its observance will 
rally to their support many of their friends who have been occupied 
with their own pursuits. 

Hospitals should avail themselves of this opportunity to let their 
communities know of their work and worth. Among the ways this 
may be accomplished are: 

1. To invite the public to visit the hospital and be entertained on 
that day. 

2. To have luncheon clubs of the immediate community unite and 
hold their weekly luncheon at the hospital. 

3. To have the churches dedicate to our hospitals the Sunday ser- 
vices preceding May 12. 

4. To broadcast hospital information from the various local radio 
stations. 

5. To write descriptive articles for the press, outlining the work 
accomplished during the past year and what the hospital is now 
doing. 

6. To dedicate a part of the program on that day to Florence 
Nightingale and to our nurses. 

7. To write the patients who have been admitted during the past 
year and invite them and their friends to visit the hospital on this day. 

These are a few of the many ways in which the interest of the 
hospitals may be promoted and the day may be delightfully celebrated. 

This year a special effort is being made to have every hospital on 
the continent do something for the day’s celebration and bring to the 
attention of all our people the value of the work which our hospitals, 
the world’s greatest charity, are doing. 


[ 160] 








Joint Meeting of the Committee on Workmen’s Compensation 
and Liability of the American Hospital Association and 
the Medical Directors Committee of the National 
Bureau of Casualty and Surety Underwriters 


AMERICAN HospiraAL ASSOCIATION MepicaAL Directors COMMITTEE 
Mr. F. Stanley Howe, Chairman Dr. Gray 
Mr. M. W. Gatch Dr. Lazenby 
Mr. M. L. Sutley Dr. Johnson 
Dr. Avata 


Dr. Blauvelt 
NATIONAL BUREAU oF CASUALTY & SURETY UNDERWRITERS 
Mr. Whitney Mr. Cavanaugh 


1. At the request of the American Hospital Association, Mr. 
Cavanaugh agreed to draft in the near future, for use in the proposed 
Hospital Manual, a statement outlining the provisions and limitations 
of automobile liability policies, including specific provisions regarding 
first aid. 

2. Mr. Howe presented the following memorandum describing the 
method of organization of the staff of the Orange Memorial Hospital 
for the treatment of liability and compensation cases where the in- 
surance carrier responsible has no designated surgeon to handle in- 
dividual cases. 

“All accident cases brought to this hospital are placed in our wards 
and assigned to the care of the attending staff on duty at the time. 
Fracture cases are taken over by a fracture service under the con- 
tinuous direction of an orthopedic surgeon. 

“At the termination of each case a bill is rendered by the hospital 
for all care and extras which may have been required. With this 
goes a bill in the name of the ‘medical service bureau,’ covering fees 
for operations and medical attention by members of the surgical and 
fracture services. These fees are determined by the extent of the 
injury and the amount of surgery and attention necessary, including 
an allowance for daily visitation of the patient while in the hospital. 
Kach case is visited daily by the attending staff, and enjoys the con- 
stant supervision of the interns, as is done with all ward cases. 

“All sums received on account of the medical service bureau for 
professional services are deposited in a separate account and at 
periodic intervals the net proceeds are divided equally among all the 
members of the surgical and fracture services. 

“Under this plan each patient gets routinely all the attention en- 
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joyed by ward cases, which, as is well known, is frequently more 
than that enjoyed by private patients, the injured person being the 
responsibility of the staff and of the hospital. Under this arrange- 
ment, however, no partiality is shown in the allotment of cases to 
individual doctors, nor has any member of the staff an incentive to 
incur unnecessary expense, though no limitations are placed upon 
their ordering whatever may seem to be for the best interest of the 
patient and to make for a more complete ultimate recovery. 

“This plan has been in use for approximately four years and has 
apparently given satisfaction to doctors, patients, and insurance com- 
panies, once it has been thoroughly explained.” 

In the opinion of the Medical Directors this plan seemed to have 
many advantages, particularly for liability cases, though in their 
experience, especially in large cities, their results are usually more 
satisfactory where particular surgeons are designated to handle their 
risks. 

Dr. Gray referred to the “Indiana plan,” under which the patient 
signs an order or assignment on the insurance carrier to pay the 
doctors’ and hospital bill out of the proceeds of settlements. Mr. 
Sutley, superintendent of the Delaware County Hospital of Philadel- 
phia, reported that he had used such a plan for several years with no 
success, aS insurance companies were disposed not to honor such 
assignments. 

It was the feeling of all present that a lien law was a much better 
solution of this problem and that such laws should be promoted in all 
states. 

Dr. Johnson suggested a plan by which hospitals would furnish 
insurance companies with a bright-colored sheet on each case pending 
settlement, which should be filed with their papers, indicating the 
amount due the hospital for care given the patient, as a reminder to 
the company, when settlement was made, of the patient’s obligations 
to the hospital. 

3. After a brief discussion as to the proper definitions of ‘hospital 
care,” as distinguished from “extras,” the following were adopted as 
tentative definitions, subject to further consideration by members of 
the joint committee: 

Hospital Care: (per diem rate)— includes bed care, standard diets, 
routine dressings and floor medications. 


Extras: Include use of operating room, casts, special dressings, 
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diagnostic tests (including x-ray and pathological examinations), 
special medications, expensive dietary items, physical therapy. 

These definitions were referred to the members of the committee 
for further study. 

4. Mr. Howe submitted a copy of the standardized schedule of 
charges for compensation and liability patients recently adopted by 
the Hospital Council of Essex County, New Jersey, and by a number 
of other hospitals in the state. It was reported that this standardiza- 
tion had met with warm approval by the insurance companies of New 
Jersey and was regarded as likely to simplify the matter of checking 
hospital bills. It was the opinion of the Medical Directors that 
definite fee schedules for surgical operations and hospitalization of 
typical cases were not desirable, and that no efforts should be made 
to establish such schedules for the guidance of hospitals. 

5. Mr. Sutley presented a plan adopted by the Philadelphia Hos- 
pital Association, governing the giving of information concerning 
hospital patients. This outline, with forms for reports on patient's 
condition, was discussed. It was the opinion of the insurance repre- 
sentatives that hospitals were quite justified in insisting that requests 
for information should be made in writing and that great care should 
be taken in verifying the fact that persons claiming to represent the 
plaintiff were bona fide, authorized representatives, rather than per- 
sons seeking information on the basis of which plaintiffs would be 
urged to initiate litigation. 

The meeting adjourned at 1:15 P. Mm. 

F. StanLtey Howe, Chairman. 
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Detroit convention, September 12-16. Reduced rates on all 
railroads. 
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Question: Our local and our state problem is, How can medical attendance 
be provided to the sudden increasing number of indigents in a manner that 
will be efficient as well as economical and enable the profession and the com- 
munity to best discharge its obligations to these emergency wards and the 
public? Are you familiar with any plans that are now in operation in any 
part of the country that seem to meet the demand satisfactorily and can be 
commended ? 


Answer: All plans for the relief of the unemployed which have 
come to our attention—including the White House plan—have been 
singularly free from any provisions for the medical or hospital care 
of the indigent sick. Welfare funds raised in the emergency have 
provided for every other sort of relief except medical and hospital 
relief. So far as we know, neither the medical profession nor the 
hospitals have participated in any way or to any extent in community, 
state, or federal funds raised or appropriated for this purpose. 

The only relief plans directly affecting this problem that have 
been in any way organized are the efforts of the health departments 
in metropolitan centers, particularly in New York, in increasing the 
facilities of the city and county institutions by putting up more beds 
and in some instances in taking over hospitals that have been out of 
use temporarily for the accommodation of the indigent sick. 

This matter has been brought to the attention of various community 
chest organizations, of the social welfare organizations, and of the 
cities, counties, and states through the medium of a resolution pre- 
sented by Dr. Joseph C. Doane, of Philadelphia, and adopted by the 
American Hospital Association at its convention in Toronto in Octo- 
her. So far as we know, no appreciable benefit has been secured 
along the lines suggested. 

Private hospitals have also increased their effort in the care of the 
indigent sick. This effort, including the tax-supported hospitals, as 
indicated by hospital disbursements for operating expenses, is repre- 
sented by a trifle over 60 per cent of the total disbursement. This 
60 per cent of the total expense of hospital operation obtains in prac- 
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QUERIES 


tically all metropolitan centers and represents the proportion of hos- 
pital expense devoted to the non-paying patient. 

Naturally the medical profession, especially those of its members 
who are on the staffs of our hospitals, is giving its services and fre- 
quently its money to the same good cause. The American Hospital 
Association is on record (and it is gratifying to know that this policy 
is being viewed with increasing favor) as follows: 

“The care of the indigent patient who has to have hospital and 
medical care is the responsibility of the organized political divisions, 
such as states, counties, cities, and the federal government. The care 
of the middle class patient who can pay part but not the whole of the 
cost for his medical and hospital care is the responsibility of the 
hospital to which he may come for admission, while the care of the 
private patient who is able to pay for services rendered is his own 
responsibility.” 

If the different political divisions would remunerate hospitals, 
whether tax-supported or philanthropy-supported, in an amount 
equal to at least the cost of maintaining the indigent sick in the hos- 
pital and at the same time pay the attending physician a proportionate 
fee, there would be no failures of hospital operation in this country 
and the medical profession would receive in part an income which it 
has unquestionably earned. 

You are, of course, familiar with the manner in which Pennsyl- 
vania contributes to the care of its indigent sick by appropriations to 
different hospitals, which its state board of health recognizes as good 
hospitals, of sums in proportion to the amount of actual charity work 
which the hospital has done, based upon a reasonable per diem cost. 
But this does not apply to all hospitals in the state nor to all good 
.ospitals in the state. 

Other states, particularly in the Middle West, make more or less 
adequate provision for the care of certain classes of indigent sick, 
particularly nervous and mental, tuberculous, and crippled children. 
There has been no policy followed by any state that has made even a 
reasonably adequate provision for the care of its indigents when sick, 
or for the remuneration of hospitals or medical men who perform 
their services. 

Literature covering this subject is voluminous but is extremely bare 


of suggestions as to any plans that would be reasonably acceptable. 
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QvEsTION: What advantage has oil sterilization over water sterilization for 
surgical instruments ? 

ANSWER: The only advantage the oil sterilization has is in the 
possibility of preventing the instruments from rusting and we do not 
believe that this advantage is sufficient to give much choice between 
the two methods. 

If the water sterilization method is used and the instruments are 
not permitted to stay in longer than necessary, say fifteen or twenty 
minutes in boiling water, and then carefully dried, instead of the 
trays being removed from the boiling water and the instruments al- 
lowed to stand around, the instruments will not rust or tarnish to any 
appreciable extent. If you do use the boiling oil system of steriliza- 
tion it would be well to use a high temperature, around 300 degrees 
Fahrenheit or 120 degrees centigrade. 





Question: Is there any data available relating to the operation of a dental 
clinic attached to a hospital, as to whether the clinic is an asset or a liability ? 

ANSWER: In dental clinics attached to hospitals, the material 
which goes into fillings and bridge work is charged for at its approxi- 
mate cost and in the event that the patient is not able to pay for it 
out of his resources, this matter is checked over to the social service 
department, which is asked to secure the necessary funds. In the 
great majority of instances where the cure of the patient is dependent 
upon cleaning up the teeth, the hospital dental clinic assumes this 
obligation as an economy measure—this in the case that the patient 
is a charity patient. Of course, it is assumed that only those patients 
will be treated in a dental clinic who cannot afford to have their own 
dentist do this work. 

In the university schools and in state-supported institutions there 
is a far more liberal application placed upon the use of the dental 
clinic and patients admitted as charity patients are referred to the 
clinic for this work as a therapeutic procedure. In most hospitals 
the dental clinic is under the direction of a member of the dental 
profession, the hospital of course bearing the expense of installation 
and the dental clinic bearing the expense for supplies. 

There are few instances where the dental clinic is an asset so far 
as the income return to the hospital is concerned, but it is always a 
distinct asset in promoting the good-will of the patient and the com- 
munity. If it is carefully run, the expense of operation after the in- 
stallation has been made is not excessive. 
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Question: How are we to determine the qualifications of surgeons moving 
into our community who desire to do surgical work in our hospital ? 


ANSWER: They should be asked to present satisfactory evidence 
of their training and experience as surgeons. They should work un- 
der the chief of your surgical staff and he should pass upon their 
qualifications. They might be appointed to the assistant staff, and the 
chief surgeon should be present at each operation ready to assist 
them, if needed, until he is satisfied that they are qualified. These 
young men should not be denied the privileges of hospital facilities, 
providing they are qualified, but on the other hand the hospital is 
responsible for the quality of its professional work and occasionally, 
in the event that a surgeon is not qualified and does operate with poor 
results, the hospital is made the defendant in damage suits and in 
some states the courts have held the hospital liable. Aside from that, 
the high standard of professional work which every good hospital 
insists upon should be your standard and these young men should be 
admitted if, when, and as their qualifications to do surgery are deter- 
mined. The best agency to determine this is your staff, through the 
chief of the surgical service, or your leading surgeon. 





QvuEsTION : Will you please define an “acute” hospital service and a “chronic” 
hospital service as accepted by the American Hospital Association? 

ANSWER: 1. An “acute” hospital service is that service of the 
hospital to which a patient suffering from a disease the pathology 
of which can be arrested, cured, or terminated within a reasonable 
time is admitted and in which he is treated and cared for. 2. A 
“chronic” hospital service is that service of the hospital to which a 
patient suffering from a disease the pathology of which is long con- 
tinued, and which is not cured or arrested within a reasonable time, 
is admitted and in which he is treated and cared for. 





Question: Will you please advise me the average number of patients in all 
hospitals in the United States for the past three years? 

ANSWER: The average number of patients in the hospitals in 1929 
was 726,766; in 1930, 763,382. The returns for 1931 have not yet 
been made, but based upon figures of percentage of occupancy the 
average number would be approximately 573,521. 
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Hospital Associations Meeting in April 


EVERAL OF THE state hospital associations will hold their meetings 
in April. The Louisiana Hospital Association, under the presi- 
dency of Dr. Arthur Vidrine, superintendent of Charity Hos- 

pital, New Orleans, is arranging an interesting program for the asso- 
ciation which will meet at Alexandria on April 7. 

The Texas Hospital Association, under the presidency of Mr. 
Robert Jolly of the Memorial Hospital, Houston, will hold its meet- 
ing in San Antonio on April 8 and 9, immediately preceding the 
biennial nursing convention, to be held in San Antonio April 11-15, 
which includes the American Nurses’ Association and the National 
League of Nursing Education. 

The state hospital associations of Arkansas, Kentucky, and Ten- 
nessee will hold a joint meeting at Memphis on April 18 and 19 and 
immediately following, on April 20 and 21, the Southern Methodist 
Hospital Association will hold its annual convention. The Alabama 
Hospital Association is arranging to have its meeting in Birmingham 
on April 22 and 23. 

On April 27, 28, and 29 the state hospital associations of Illinois, 
Indiana, and Wisconsin will hold their annual conventions in Chicago 
at the Sherman Hotel. 

The following programs have been arranged for the joint meetings 
of the Arkansas, Kentucky, and Tennessee associations and_ the 
Illinois, Indiana, and Wisconsin groups: . 


PROGRAM { 


Joint Meeting, Arkansas-Kentucky-Tennessee Hospital Associations 
Memphis, Tennessee 
APRIL 18 AND 19, 1932 
Hore, CHISCA 
MONDAY, APRIL 18 


10:00 a. M. 
Meeting Arkansas Hospital Association.................St. Joseph’s Hospital 
Meeting Kentucky Hospital Association..................cceeees Chisca Hotel 
Meeting Tennessee Hospital Association..............ccceeceses Chisca Hotel 
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ASSOCIATIONS MEETING IN APRIL 


1:30 Pp. M. 
Joint Session—Dr. Eugene Elder, presiding 
FRKOCatON. . ce eecexs ehes Dr. Thos. K. Young, Idlewild Presbyterian Church 
WEICOMIES Sco locates dca eae Hon. Watkins Overton, Mayor of Memphis 


2:00 P. M. 
Some Hospital Dietary Problems with special reference to hospitals of 
tie SOU osc de is daeewutete soe xeoeen oe eweceat anes Miss Fair- 
fax Proudfit, Chairman, Dietetic Section, American Hospital Association 
2:30 P. M. 


Are Hospital Superintendents Luxuries or Necessities?.............6-. 
.eeeeeeeeee..Matthew O. Foley, Editorial Director, Hospital Management 
3:00 P. M. 
Are Flat Rates and Deferred Payments Proving Practical?............ 
......+...Miss Lake Johnson, Supt., Good Samaritan Hospital, Lexington 
3:30 P.M. 
The Burden of Auto Accidents on the Small Hospital.................. 
BRE ee oy Dr. B. A. Wilkes, Past President, Protestant Hospital Association 


4:00 Pp. M. 
Inspecticn of Memphis Hospitals 
6:00 P. M. 
PaMentaianemt) 2 oy svc ance tice vote Ba nen ee Oe ee wie le aE ae 
Memphis Hospital Association and Tennessee League of Nursing Education 
TUESDAY, APRIL 19 
9:00 aA. M. 
Joint Session—Mr. Lee C. Gammill, presiding 
WE inieiy SC OmIpeISANOM ho oon da de tae eli o S aaa a ee aaa 
Mrs. Emma H. Krazeise, Director, Children’s Bureau, Louisville, Kentucky 
9:30 A. M. 
Should Hospital Rates Be Reduced to Meet Present Economic Conditions ? 
..W. Hamilton Crawford, South Mississippi Infirmary, Hattiesburg, Miss. 
10:00 A. M. 
Address...... Dr. Bert W. Caldwell, Secretary, American Hospital Association 
10:30 a. M. 


A Ree Dr. E. T. Thompson, President, Indiana Hospital Association 
11:00 a, M. 
How Surgeons and Physicians Can Help Us Lower the Cost of Hospital 


Care....Msgr. John P. Fisher, Directer of Catholic Hospitals in Arkansas 
11:30 a. M. 
AOR cc. aie os wledeisieiz 3 eal a eo a Miss Jane Van 
De Vrede, Atlanta, Ga., Ist Vice-President, American Nurses Association 
1:30 Pp. M. 
Joint Session—Miss Agnes O'Roke, presiding 
Work of the Committee on the Grading of Schools of Nursing.......... 
Pe ee Mrs. Alma Scott, Asst. Director American Nurses Assoc. 
BSCS. 5, coca taxon eee Miss Eva Atwood, Fort Smith, Ark. 
PUISCHOSION 2 © or oS owiat wba eae aoe hu Ree Miss Fiora Keen, Louisville, Ky. 
Discussion. .............e0eeeeeeeeeeeeeee-Miss Hazel Goff, Knoxville, Tenn. 
2:30 P. M. 
Trends in Sickness Insurance in the United States...................- 
winieeeraete ceca ctareratas Mr. C. Rufus Rorem, Director, Julius Rosenwald Fund 


3:30 P. M. 
What the American Hospital Association Does for You..............-. 
iwi ist alanine ars gach Paul H. Fesler, President, American Hospital Association 
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4:30 P. M. 
Round Table Discussion....... Mr. John McNamara, Editor, Modern Hospital 
Banquet 7:00 Pp. M. 
Organization Southern Hospital Association oa 
Address: “African Hospitals and Big Game”................ Dr. Casa Collier 





JOINT MEETING 
Illinois, Indiana, and Wisconsin Hospital Associations 
April 27, 28, and 29, 1932 
HOTEL SHERMAN, CHICAGO 





WEDNESDAY, APRIL 27, 1932 
8:30—10:00 a. M. 
Registration—Mezzanine Floor 
Visit to Exhibits—Expesition Hall 
10:00—12 :00 Noon 
Meetings of State Hospital Associations 
Indiana Hospital Association (Special Program prepared by Association) 
3 ALLROOM 
Illinois and Wisconsin State Hospital Associations 
Reund Table Conference 
12 :30—1 :30: P. M. 
Hoosier Luncheon 
(Illinois and Wisconsin Hospital Asscciations invited) 
2 :00—4:00 Pp. M. 
Indiana Hospital Association 
3 ALLROOM 
Illinois and Wisconsin Hospital Associations 
Round Table Conference—Departmental Management 
1. Laundry and linen service 
2. Engineering and maintenance 
3. Pharmacy 
4. Housekeeping 
4:00—5:00 Pp. M. 
Meetings of each Association separately for the transaction of official business 
5 :00—6:00 Pp. M. 
Exposition HALL 
Inspection of Exhibits 
THURSDAY, APRIL 28, 1932 
8 :30—10:00 a, M. 
Exposition HALL 
Inspection of Exhibits 
10:00—12 :00 Noon 
BALLROOM 
Joint meeting, Illinois, Indiana, and Wisconsin Hospital Associations 
10:00 Repcrt of Economic Surveys of Hospital Situaticn—Illinois, Indiana, 
and Wisconsin. 
How are hospitals adjusting their policies to meet present economic con- 
ditions in relation to: 
1. Procedure in admitting patients 
2. Rates and extra charges 
3. Collections 
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Types of accommodations 
Salaries 
Number of personnel 
Nursing service 
Student nurse allowances 
). Use of drugs and dressings 
(). Departmental economies 
(a) X-ray 
(b) Clinical laboratory 
(c) Physical therapy 
(d) Food service 
(e) Laundry 
({) Light, heat, and power 
11. Increasing utilization of hespital facilities 
12. Increasing revenue 
12:00 Adjournment 


SND 


_ 





12 :30——-1 :30 P. M. 
Address by each of Presidents of Illinois, Indiana, and Wisconsin 


2 :00—4:00 Pp. M. 
BALLROOM 
Joint meeting, Illinois, Indiana, and Wisconsin Hospital Associations 
Round Table Conference—Business Administration 
1. Principles involved in organizing and functioning of the business depart- 
ment of the hospital 
Scope of the business department in a hospital 
Location, layout, equipment, including mechanical aids 
Personnel, type, qualifications 
Simplifying bookkeeping and accounting 
6. Charges, regular and special 
7. Determination of unit costs 
8. Meeting deficits 
9, Auditing accounts 
10. Monthly and annual financial reports 
4 :CO—5 :C0 Pp. M. 
Meetings of each association separately for the transaction of official business 


wm wy 


5 :00—6:00 Pp. M. 
EXPOSITION HALL 
Inspection of Exhibits 
7:00 P. M. 
3ALLROOM 
Tri-State Hospital Association Banquet 
Music 
Address—W hat the American Hospital Association Is Deing for You 
Sound Motion Pictures: 
Travelogue 
Dixie 
FRIDAY, APRIL 29, 1932 
8 :30—10:00 A. M. 
Exposition HALL 
Inspection of Exhibits 
10 :00—12 :60 Noon 
BALLROOM 
Joint Session, Illinois, Indiana, and Wisconsin Hospital Associations 
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10:00 The Control of Noise within and without the Hospital 
10:20 A Plan of Publicity and Community Relations for Hospitals 
10:40 Should General Hospitals Extend Their Services to Mental and Tuber- 
culosis Patients? 

11:00 Promoting Morale, Harmony, and Good-will throughout the Institution 
11:20 Keeping Abreast with the Advances in Hospital Administration 
11:40 General Discussion 
12:00 Adjournment 

12 :30—1 :30 P. M. 

Tri-State Lunchecn 
Open Fcorum—State Association Activities for the Coming Year 

2 :00-—4 :30 Pp. M. 

BALLROOM 
Joint meeting, Illinois, Indiana, and Wisconsin Hospital Associations 
Demonstrations and Round Table Conference 

Organization and Functioning of the Social Service Department 
Status of the department in the hospital organization; personnel 
and qualifications; routine procedures in determining eligibility of 
patient; medical social case study; follow-up records; advantages 
of social service to the hospital; unit cost per patient day. 

Organization and Management of the Dietary Department and Food 

Service 
Control of the department; personnel; food service; special diets ; 
complaints; costs; economies. 

Organisation and Management of the Clinical Record Department 
Location and arrangement of department; personnel required; se- 
curing clinical records; appraising; filing and cross-indexing ; 
using clinical records. 

Operating Room Management and Procedures 
Authority and responsibility of supervisor; preparation of patient 
for anesthetic and operation; preparation of skin fer operation; 
doctors’ scrub-up; preparation of saline and glucose solutions; 
blood transfusion; preparation and sterilization of surgical dress- 
ings and supplies; operating room charges; departmental and clin- 
ical records. 

Nursing Care of the Patient 
Essential factors in good nursing care of the patien’—Ratio: 
(a) supervisors to patients; (b) graduate nurses on general duty 
to patients; (c) student nurses’ distribution of service; ward and 
departmental supervision; comparative value of student nurse ver- 
sus graduate nurse service; nursing costs. 

4:30 Adjournment 
—_—_—_+o0«—___- 


Iowa Hospital Association 

The Iowa Hospital Association held its third annual convention in 
Sioux City March 9 and 10. Its registration was the second largest 
in the history of the association and it attracted a number of hospital 
administrators from the neighboring states of Minnesota, South 
Dakota, and Nebraska. 

Under the presidency of Robert E. Neff, superintendent of the 
University Hospital at Iowa City, and his program committee, a most 
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interesting list of subjects was presented for discussion. Of par- 
ticular interest were those by F. P. G. Lattner, Finley Hospital, 
Dubuque, on laboratory operation; R. A. Nettleton, Methodist Hos- 
pital, Des Moines, on rates; Dr. Kate Daum, president of the Ameri- 
can Dietetic Association, on food costs and present economic condi- 
tions; and T. P. Sharpnack, Broadlawns Hospital, Des Moines, on 
legislation. 

The trustees’ session and round table, conducted by Mr. John A. 
McNamara, was arranged for the many prominent members of 
hoards of trustees of different hospitals who were in attendance. 
Among the subjects discussed at the round table were: What is the 
trustee’s idea of the superintendent’s duties? What are the qualifi- 
cations for membership on a board of trustees? Should the board of 
trustees give incoming superintendents written contracts, and for how 
long? 

On Thursday afternoon the session was given over to the presenta- 
tion of the movie-talkie of the Presbyterian Hospital, Chicago, and 
to a round table conducted by Dr. M. T. MacEachern, director of 
hospital activities of the American College of Surgeons. 

The convention feature was the banquet on Wednesday evening. 
The address of the evening was delivered by the eloquent Dr. W. L. 
Bierring, president of the national board of medical examiners at 
Des Moines. His subject was ‘““The Hospital as a Community Asset.” 
The other speaker of the evening was Mr. Paul H. Fesler, President 
of the American Hospital Association, whose subject was “Hospital 
Legislation for the Care of Disabled Veterans.” 

The evening's entertainment closed with a presentation of a pageant 
on “The History of Nursing,” arranged and directed by Miss Rose 
O'Connor, of the hospital department of the City Public Library of 
Sioux City. This feature is worthy of particular mention. Forty 
young ladies of the nurses’ student body from each of the four hos- 
pitals in Sioux City participated in portraying thirty episodes in the 
history of nursing beginning with Babylonian times and carried on 
through the early Christian era and the medieval and ecclesiastical 
period, down to the present. The episodes were particularly well 
staged and the prologues in each case, as presented by Miss O’Connor, 
were of special interest. 

The guest of honor at the luncheon on Thursday was Mrs. Emma 
Lucas Louie, business manager of the Jennie Edmundson Hospital 
at Council Bluffs. Mrs. Louie has been connected with this hospital 
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since its beginning forty-two years ago. She is probably the oldest 
superintendent in continuous service in one hospital in the United 
States and has been trustee of the lowa Hospital Association since its 
organization. 





Eighteenth Session of the Ohio Association 

The Ohio Hospital Association, the pioneer geographical section of 
the American Hospital Association, met at Akron on March 15 and 
16. The attendance, in keeping with previous conventions of this 
association, was representative and hospital people from all over the 
state were present. 

Of particular interest in the first day’s session was the address of 
Dr. C. S. Woods, president of the association, which is printed in 
full in this issue. The Tuesday sessions were presided over by Miss 
Mary A. Jamieson, superintendent of Grant Hospital, Columbus, the 
president-elect of the association, and the following topics were dis- 
cussed: “Hospital Admitting Procedure” by B. W. Stewart, of the 
Youngstown Hospital; “Hospital Contracts (with Employees and 
Vendors)” by Harry Graef; “Industrial Insurance Problems” by 
Paul L. Bliss; “Uniform Accounting” by Worth L. Howard. 

The Wednesday session of the association was presided over by 
Mr. Ira J. Dodge. The subject of “The Elimination of Printed 
Forms” was discussed by Frank W. Hoover. The morning round 
table was in charge of Mr. A. E. Hardgrove, superintendent of the 
Akron City Hospital, and the subject of it was “Hospital Economy.” 
Mr. F. E. Baxter, of the Lima Hospital Society, presented a discus- 
sion on “The Obligation of Governmental Units in the care of In- 
digent Hospital Cases,” and Dean John H. J. Upham of the college 
of medicine of the Ohio State University read a paper on “The Re- 
lation of the Medical School to the Hospital, with Reference to 
Interns.” 

The report of the Resolutions Committee recommended the pro- 
viding of a standardized system of accounting for hospitals in the 
state of Ohio, modeled according to the outline of the Cleveland Hos- 
pital Council chart of accounts. The committee reported a resolution 
to follow the movement of the American Hospital Association in 
providing for the use of non-governmental hospitals for the care of 
sick and disabled veterans. Of great interest to hospital people every- 
where was the resolution reported by the committee to work with 
the committee (composed of Rev. Maurice F. Griffin of Cleveland, 
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Dr. A. C. Bachmeyer of Cincinnati, and Mr. Guy J. Clark, director 
of the Cleveland Hospital Council) to establish a memorial for the 
late Frank E. Chapman. The memorial to be established is a fund 
for the purpose of assisting students in hospital administration who 
would be selected by the committee to finance their studies at one of 
the larger hospitals, to be recommended by the committee. 

These resolutions were unanimously adopted by the association. 

The arrangements for the convention were in the hands of the 
local committee, with Mr. A. E. Hardgrove as chairman, Mr. Harry 
Graef of the Children’s Hospital, Mr. David F. Owen of the People’s 
Hospital, and Sister Laurence of St. Thomas Hospital. The details 
for the entertainment of the convention guests were perfect. The 
association was the guest of St. Thomas Hospital at luncheon on the 
second day and a tea was arranged at the Firestone nurses’ home 
immediately after a visit to the airport, the home of the giant dirigible 
Akron. 

At the business session of the association Miss Jamieson assumed 
the duties of president for the coming year, succeeding Dr. C. S. 
Woods, the retiring president. Officers elected for the ensuing year 
were: B. W. Stewart, Youngstown City Hospital, president-elect ; 
Charles E. Findlay, City Hospital, Springfield, first vice-president ; 
Sister Carmelita, St. John’s Hospital, Cleveland, second vice-presi- 
dent; Dr. C. S. Woods, St. Luke’s Hospital, Cleveland, trustee; and 
John R. Mannix, University Hospitals, Cleveland, secretary. 





The Pennsylvania Association Convention 


The Hospital Association of Pennsylvania held its eleventh annual 
conference at Pittsburgh, March 15, 16, and 17. This meeting, as 
is the custom of the conferences of the Pennsylvania association, was 
well attended and the program was of unusual interest to hospital 
people. It centered around the business and administration problems 
of the hospital. In the opinion of the president, Mr. M. H. Eichen- 
laub, this arrangement of the program was particularly applicable at 
this time, when “emphasis must be placed on the business side of the 
hospital if our institutions are to survive this prolonged social and 
financial depression and the period of readjustment through which 
they must be guided to a new normalcy.” 

The session opened on Tuesday afternoon and the association was 
welcomed to Pittsburgh by Dr. W. H. Mayer, president of the 
Medical Society of the State of Pennsylvania. After the response by 
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the president of the association the program was closed by a series of 
sound motion pictures on hospital administration. . 

The Wednesday morning session was presided over by the vice- 
president, Mr. H. G. Yearick, and the reports of the committees were 
presented. The Presidential Address, which is printed elsewhere in 
this issue in full, was delivered by M. H. Eichenlaub, superintendent 
of the Western Pennsylvania Hospital, Pittsburgh. This was fol- 
lowed by a discussion of “Hospital Management as a Business Un- 
dertaking” by Mr. Lewis N. Clark, managing director of the 
Germantown Hospital and Dispensary. Mr. Matthew O. Foley, edi- 
torial director of Hospital Management, presented a discussion on 
“What Is Your Per Capita Cost?” 

At the afternoon session President Eichenlaub took the chair, and 
a round table on Medical, Nursing, Administrative, and Economic 
Problems was conducted by Dr. M. T. MacEachern, director of hos- 
pital activities of the American College of Surgeons. At this session 
the following officers were elected: president-elect, Miss Jessie J. 
Turnbull, superintendent, Elizabeth Steel Magee Hospital, Pitts- 
burgh; vice-presidents, Dr. D. C. Smelzer, Graduate Hospital, Phila- 
delphia, and R. W. Froberger, Danville; trustees, Miss Alice Shaw, 
Miss Rothrock, Mr. Breitinger, Mr. Charles Pitcher, Mr. Eichenlaub, 
and Mr. Sutley; executive secretary, Mr. Howard E. Bishop, Sayre. 
Mr. John M. Smith of Hahnemann Hospital, Philadelphia was in- 
stalled as president of the association at the Thursday afternoon 
session. 

The Wednesday evening session was addressed by Dr. Arthur 
Walwyn Evans. The subject of his address was “The Mirth of 
Nations.” 

On Thursday morning the meeting was addressed by Paul H. 
Fesler, President of the American Hospital Association, on ‘The 
Use of Civilian Hospitals for Veterans.” Mr. David R. Craig, of 
the Research Bureau for Retail Training of the University of Pitts- 
burgh, addressed the convention on “Research and Training in Hos- 
pital Administration,” and Mrs. I. Albert Liveright, secretary of the 
department of welfare of Pennsylvania, on “The Relation of State 
Aided Hospitals to the Department of Welfare.” 


Thursday afternoon Dr. Q. A. W. Rohrbach, head of the depart- 
ment of history of the University of Pittsburgh, presented a discus- 
sion on “Technique for the Selection of Personnel for Professional 
Training,” and Mr. John A. McNamara presented his survey of 
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Pennsylvania hospitals. At the close of this session the new officers 
were installed. Immediately following this ceremony the conference 
adjourned. 

The delegates to the conference—two hundred or more in number 
—were particularly interested in the new Falk Clinic of the University 
of Pittsburgh medical group, which held open house for the visitors 
on each day of the convention. 





Coming Meetings 
(Continued from page 147) 

Alabama Hospital Association, Birmingham, April 22-23 (tentative). 

Jeint Meeting of Illinois, Indiana, and Wisconsin Hospital Associa- 
tions, Chicago, April 27-28-29. 

Connecticut Hospital Association, Middletown, May 6 (Spring Meet- 
ing). 

Hospital Association of New York State, New York, May 5-7. 

American Medical Association, New Orleans, May 9-13. 

New Jersey Hospital Association, Atlantic City, May 13-14. 

Joint Meeting of North Carolina, South Carolina, and Virginia Hos- 
pital Associations, Richmond, May 17-19. 

Michigan Hospital Association, Flint, May 17-18. 

Minnesota Hospital Association, St. Paul, May 23-25. 

Midwest Hospital Association, St. Louis, June 2-3. 

South Dakota Hospital Association, Mitchell, June 7-8. 

Western Hospital Association, Salt Lake City, June 14-16. 

Catholic Hospital Association, Villanova, Pennsylvania, June 21-24. 

National Hospital Association, Los Angeles, August 15. 

American Hospital Association, Detroit, September 12-16. 

American Protestant Hospital Association, Detroit, September 9-12. 

American Association of Hospital Social Workers, Detroit, Septem- 
ber 12-16. 

American Occupational Therapy Association, Detroit, September 
12-16. 

Association of Record Librarians of North America, Detroit, Sep- 
tember 12-16. 

Children’s Hospital Association, Detroit, September 12-16. 

American College of Surgeons (Hospital Conference), St. Louis, 
October 17-21. 

Ontario Hospital Association, Toronto, October 26-28. 

American Public Health Association, October 27-29. 

Colorado Hospital Association, Colorado Springs, November 8-9. 
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APPLICATIONS FOR INSTITUTIONAL MEMBERSHIP 
January 1 to Marcu 25, 1932 


District of Columbia 


ES RUIN 6 5 a ei ee Sh go Sh eR eee Washington 
Illinois 
Lakeside Clinic & Post Graduate Hospital................. Chicago 
ee ee ee eee ere Kewanee 
Indiana 
ee To ener 
Iowa 
Wyatt Memorial Hospital .....0.. 066650000 ese0sese0s 0 ang 
PRR DE TINIE oon on sin se oo 8 4S He ome ES Waterloo 
Massachusetts 
ee ee ree ee ey , Boston 
Weer TE TEC os vk ho a ce dev ee ea seves Webster 
Michigan 
Se Re ROI os tik hs Sno n seen nae ecen us Metroit 
tit. SOG DROIT SEORIEED nck ain divans ssves cawens exe Detroit 
Minnesota 
SOI © 55 55a PSIG S ne eww sedive tees Bemidji 
ee | err eens Dawson 
Mississippi 
Vicksburg Sanitarium & Crawford Street Hospital....... Vicksburg 
New Jersey 
Montclair Community Hospital .................000 00. Montclair 
New York 
Pepturn BMoapital, A. Marton. 655s von i cies ceseases Ogdensburg 
Ohio 
ey SUED Ss Alona sae enka sole we snk eene a Cincinnati 
Evangelical Lutheran Hospital ............5..00ce00008 Cleveland 
ee eee 
Virginia 
Ry NN Shire rie bey Pe AV eRe i EN ERS Danville 
Washington Hospital Association, Mary............ Fredericksburg 
Mang's Dapgisiesn Tose... oes cose ccc ewevcees Portsmouth 
Canada 
II he ah ee lend ais: Sia a enced Chatham, Ont. 
saskatoon City Hospital .......................Saskatoon, Sask, 
China 
Foochow Christian Union Hospital.............. Foochow, Fukien 
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APPLICATIONS FOR PERSONAL MEMBERSHIP 
January 1 To Marcu 25, 1932 


Alabama 
McElderry, Bertha, instr. nrs. tr. sch., Citizens Hospital, Talladega. 
Colorado 
Kandel, Phoebe, prof. nrsg. educ., Colorado State Teachers’ College, 
Denver. 
Kieninger, Louise, supt. nrs., University of Colorado School of Medi- 
cine and Hospitals, Denver. 
Murchison, Irene, secy., Colorado State Board of Nurse Exam- 
iners, Denver. 
Ragan, Edward A., asst. bus. mgr., University of Colorado School of 
Medicine and Hospitals, Denver. 
Florida 
Jaldwin, Robert I., M.D., supt., Tampa Municipal Hospital, Tampa. 
Cary, Ruby M., asst. supt., Flagler Hospital, St. Augustine. 
Laffitte, L. S., M.D., mem. med. staff, Alachua County Hospital, 
Gainesville. 
Lamont, C. A., supt., Flagler Hospital, St. Augustine. 
Nelson, Corinne E., supt., Arcadia General Hospital, Arcadia. 
Woodard, R. C., M.D., supt., James M. Jackson Memorial Hospital, 
Miami. 
Illinois 
Atkinson, Ruth, head bookkeeper, Presbyterian Hospital, Chicago. 
Bacon, Charles M., M.D., radiologist, Presbyterian Hospital, Chicago. 
Baker, Lois J., chief libr., Presbyterian Hospital, Chicago. 
3erardi, Assunda, head, spec. serv. dept., Presbyterian Hospital, 
Chicago. 
Bering, Isabel, dir., soc. serv. dept., Presbyterian Hospital, Chicago. 
Doron, Eugene V., supt., Martha Washington Hospital, Chicago. 
Ellingson, Bertha L., oper. rm. supvr., Presbyterian Hospital, Chicago. 
Gabriel, Frank C., auditor, Presbyterian Hospital, Chicago. 
Halpin, Lillian S., chief cashier, Presbyterian Hospital, Chicago. 
Hennecke, Elsbeth G., dir., diet. dept., Presbyterian Hospital, Chicago. 
Ibsen, Marjorie M., supt., Highland Park Hospital, Highland Park. 
Jones, B. W., head, laundry dept., Presbyterian Hospital, Chicago. 
King, A. W., mgr., food control systems, Presbyterian Hospital, 
Chicago. 
Knutson, N. S., purch. agt., Presbyterian Hospital, Chicago. 
Mahr, Frank, chief engr., Presbyterian Hospital, Chicago. 
Melms, Martha, head, linen dept., Presbyterian Hospital, Chicago. 
Primis, Theodore, head, information dept., Presbyterian Hospital, 
Chicago. 
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Quirk, David A., chief clerk, Presbyterian Hospital, Chicago. 

Scheidel, Geo., Jr., head, decorating dept., Presbyterian Hospital, 
Chicago. 

Wolfe, Martha E., matron, Presbyterian Hospital, Chicago. 


Indiana 
Blake, Edgar, Jr., supt., Methodist Hospital, Gary. 
James, Sister M., superior, St. John’s Hospital, Anderson. 
Josephine, Sister Mary, supt., St. Joseph’s Hospital, Fort Wayne. 
Lynch, O. R., M.D., supt., Longeliffe, Logansport. 
Murphy, Olive M., supt., Randolph County Hespital, Winchester. 
Norwold, Mary, supt., City Hospital, Rushville. 
Prottinger, Minnie, supt., Huntington County Hospital, Huntington. 


Iowa 
Sievers, Amanda, asst. supt., Wyatt Memorial Hospital, Manning. 


Kentucky 
Northeutt, J. D., M.D., mem. surg. staff, Booth Memorial Hospital, 
Covington. 
Massachusetts 
Fouser, Fuchsia C., R. N., supt., Wesson Memorial Hospital, Spring- 
field. 
Grant, Margie I., R.N., supt., Beverly Hospital, Beverly. 
Mary of Providence, Mother, R.N., supt., St. Luke’s Hospital, 
Pittsfield. 
Pelton, Elizabeth H., R.N., supt., Channing House, Boston. 
Ross, Mary J., R.N., supt., Riverbank Hospital, Boston. 
Smith, Mrs. Nellie S., supt., N. IE. Peabody Home for Crippled Chil- 
dren, Newton Centre. 
New Jersey 
Corbett, May H., Miss Corbett’s Registry for Graduate Nurses, 
Asbury Park. 
New York 
Goodwin, Charles W., M.D., admitting officer, Broad Street Hospital, 
New York. 
Hamilton, G. Powell, dir., group annuities, Equitable Life Assurance 
Society, New York. 
MacMillan, Nettie, supt., Lockport City Hospital, Lockport. 
MacNicol, Alexander M., hosp. accountant, French, Grant & Co., 
233 Broadway, New York. 
Nichols, Margaret, dir., soc. work, New York Infirmary for Women 
and Children, New York. 
Saywell, Lillian J., secy. to asst. supt., New York Post-Graduate 
Medical School and Hospital, New York. 
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Smith, Nathaniel N., M.D., asst. supt., Morrisania City Hospital, 
Bronx. 
VanZandt, R. P., asst. dir., Rochester Bureau of Municipal Research, 
Rochester. 
North Carolina 
Davis, Graham L., off. mgr., The Duke Endowment, Charlotte. 


Ohio 
vans, T. J., pres., Newark Hospital Association, Newark. 
Grau, Florence M., supt., Barney Community Center, Dayton. 
Lacy, Walter N., bus. mgr., St. Luke’s Hospital, Cleveland. 
Sonnanstine, T. E., dir., public safety, Marion City Hospital, Marion. 


Pennsylvania 
Hulme, Joseph A., supt., Chester Hospital, Chester. 
Wanger, Dorothy E., supt., Homeopathic Hospital, Pottstown. 
Virginia 
Lee, Mrs. Rachael T., R.N., supt., Mary Washington Hospital, Fred- 
ericksburg. 
Wisconsin 
Andrew, C. H., M.D., med dir., The Andrew Hospital, Platteville. 
Crownhart, J. G., secy., Wisconsin Hospital Association, Madison. 
Heath, R. M., mgr., The Spa, Waukesha. 
Love, G. R., M.D., med. dir., Summit Hospital, Oconomowoc. 
Stevenson, O. A., supt., Prairie du Chien Sanitarium & Hospital, 
Prairie du Chien. 
Canada 
Smith, Arthur W., accountant, Riverdale Isolation Hospital, Toronto, 
Ont. 
China 
Lacy, Henry V., supt., Foochow Christian Union Hospital, Foochow, 
Fukien. 
France 


Nelson, Paul, hosp. arch., 98 Bd. Auguste-Blanqui, Paris. 





APPLICATIONS FOR LIFE MEMBERSHIP 
January 1 to Marcu 25, 1932 

Denton, Nellie, head, maternity dept., General Hospital, Saranac 
Lake, N. Y. 

Fonkalsrud, A. O., M.D., supt., Mansfield General Hospital, Mans- 
field, O. 

Miller, Elizabeth, R.N., supt., Paul Kimball Hospital, Lakewood, 

[181 ] 























Illinois 
Carrollton —The White Hall Hospital was formally opened on 
February 12. Miss Agnes Frank is superintendent. 
Chicago—The building formerly occupied by the Chicago and 
Cook County School for Boys has been opened as the first unit of the 


new municipal tuberculosis home and hospital. 


Indiana 
Muncie —The Ball Memorial Hospital is arranging to erect an 


isolation pavilion in connection with the hospital. 


Iowa 
Davenport-——The new wing at Mercy Hospital was opened on 
March 19 for inspection by the public. Patients were admitted on 
the 21st. 
Spencer.—Plans are being drawn up for the proposed community 


hospital to be built this summer in Spencer. 


Kansas 

Halstead —Dr. Arthur Hertzler, founder and owner of the Hal- 
stead Hospital, one of the largest institutions in the Southwest, con- 
taining 220 beds, has conveyed the hospital as a gift to the Sisters 
of St. Joseph. In making the gift of the Halstead Hospital, which 
was founded thirty years ago, Dr. Hertzler said: “The hospital is 
free from any lien or debt and has been paid for from professional 
fees exclusively ; therefore the hospital belongs to the people and this 
gift is being made to the Sisters of St. Joseph as the surest means of 
securing its permanence.” 

Junction City—The addition to the City Hospital was opened re- 
cently, and increased the capacity of the institution by thirty-five beds. 

Wichita.—The Kolar Health Clinic plans the erection of a hospital 
which will contain fifty private rooms and three wards. Construction 
will start this spring. 
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Simpli es 
the technical problems 
of Electrosurgery 


The first Electrosurgical Unit with which the surgeon 
himself may operate the entire range of control 


DURING the past five years our technical engineers have been close ob- 
servers of the various applications of electrosurgery, in view of studying 
the technical requirements of the surgeon in his use of specialized appa- 
ratus for this purpose. 

From the several experimental designs developed during this period, 
the Victor Electrosurgical Unit was finally evolved. It is believed that in 
this design surgeons will find the most practical solution to the various 


technical problems as cited in the published reports. 
Briefly, the Victor Electrosurgical Unit offers the following distinct 


improvements and advantages: 


Utilizes two valve tubes for producing 
currents of constant oscillation, essential 
to highest ‘‘cutting”’ efficiency, and with- 
out faradic effect. 

Introduces an entirely new system of 
control with added steps of regulation, all 
of which the surgeon may quickly and 
conveniently manipulate during actual 
operation, without having to depend ona 
trained assistant. 

With three independent leads from the 
instrument the surgeon has threedifferent 
electrodes immediately available for use 
selectively during the operation. 

Through the 4-step selector switch the 
operator regulates the quality and inten- 
sity of current output. This is supple- 
mented by an on-and-off foot switch, 
which through its 3 buttons further reg- 
ulates the intensity of current through 
each step of the selector switch. Thus a 
total of 12 steps of control is available, 
offering a complete range of regulation. 


The selector switch handle, which may be 
operated by the surgeon, is removable for 
sterilization. 

The coagulating current is obtained 
through the fourth button of the selector 
switch, theintensity of whichisinturnreg- 
ulated through the 3-button foot switch. 

The introduction of foot-switch control 
with this unit is considered an outstand- 
ing contribution toward increased opera- 
ting efficiency, through the simplification 
of technic that it has made possible. Fur- 
thermore, the foot switch leaves the sur- 
geon’s both hands free in the field of oper- 
ation. 

The power and range of this unit is such 
that it will readily sever fat, muscle and 
othertissues—from the heaviest tothe most 
delicate—the refinement of control per- 
mitting the exact quality of current to be 
selected for the work in hand. Compact- 
ness of design makes it convenient to 
carry the instrument from room to room. 


The prediction seems fully justified that, with the advent of the Victor 
Electrosurgical Unit, refinements in technic will be realized, and new and 
important fields opened to this type of surgery. 
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X-RAY CORPORATION 


2012 Jackson Boulevard 


Chicago, Ill.,U.S.A, 
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BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


Louisiana 
Zachary —A new wing, known as the Mary J. Walker unit, has 
been completed at the Greenwell Springs Sanatorium. It accommo- 
dates one hundred patients. 
Missouri 
Wentsville—The citizens of Wentzville have raised funds for the 
establishment of a non-sectarian community hospital. 


New York 
Mitchell Field, L. 1—A $125,000 hospital, replacing an old build- 
ing, was opened for occupancy on February 20. 


Ohio 
Cincinnati—The Hamilton County Tuberculosis Hospital is pro- 
ceeding with plans to erect a children’s preventorium. 
Ravenna.—The Robinson Memorial Hospital was dedicated on 
February 21. This institution, which cost $100,000, was the gift of 
Mr. Henry M. Robinson of Los Angeles and his brothers, Thomas 
and Richard, of New York, as a memorial to their parents. 


Pennsylvania 

Darby.—Ground was broken on March 2 by Cardinal Dougherty 
for the eleven-story Thomas M. and May F. Fitzgerald Mercy Hos- 
pital, plans for which have been under way since the sum of $1,000,000 
was provided, last year, for its erection. 

Philadelphia ——Bids were opened on March 1 in the offices of 
Irwin and Leighton for the construction of the Episcopal Hospital. 
Horace Trumbauer is the architect. 





Personnel of the West Philadelphia Hospital for Women moved 
in February to the new $530,000 building of the Woman’s Hospital, 
in a merger of the two institutions. 

—_——+ 0 ¢—___ 

The former Brownsville and East New York Hospital, Brooklyn, 
is now known as the Beth-El Hospital. Max DeKaye is superin- 
tendent. 
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The keen edges of Bard-Parker blades 
are often dulled by the injurious effects 
of boiling in water or immersing in cor- 
rosive sterilizing mediums. For the pre- 
servation of delicate cutting edges and 
all metal instruments, the Bard-Parker 
Company recommends BARD-PARKER 
Formaldehyde GERMICIDE. This solution, 
powerful and rapid in action, is non- 
injurious to metal instruments, rubber 
and glass. Complete description and 
reports of bacteriological tests sent 


upon request. Ask your dealer. 


PRICES: Bard-Parker handles—$1.00 each. Blades, 
all sizes, 6 of one size per pkg.—$1.50 per doz. 


BARD-PARKER COMPANY, INC. 
369 Lexington Avenue, New York, N.Y. 
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Rev. August Almquist has been appointed superintendent of the 
Swedish Covenant Hospital, Chicago, to succeed Rev. Carl Andrews, 
deceased. 

Mrs. Anna Helen Aal has been named superintendent of the Both- 
well Hospital, Sedalia, Missouri. She assumed charge on March 1. 

Rev. R. E. Rich has been appointed to the superintendency of the 
Methodist Deaconess Hospital at Rapid City, South Dakota. Mr. 
Rich was formerly pastor of the First Methodist Church, Deadwood. 

Dr. Charles H. Creed, of Columbus, is superintendent of the 
Athens State Hospital, Athens, Ohio, succeeding Dr. John H. Berry, 
who died in January. 

Mrs. Josephine B. O’Conner has been installed as superintendent 
of the Clay County Hospital, Brazil, Indiana. 

E. G. Fulton, former superintendent of the Glendale Sanitarium, 
Glendale, California, is now director of the Porter Sanitarium at 
Denver. 

Myra Eyster has succeeded Mary Hughes in the superintendency 
of the St. Caroline Hospital, Redding, California. 

Dr. George A. Smith, for fifty years in hospital service in New 
York state, will resign the superintendency of the Central Islip State 
Hospital in the fall, and will retire. 

Annyce Wallace succeeds Mary Tucker as superintendent of the 
Fort Worth—Tarrant County Tuberculosis Hospital, Fort Worth, 
Texas. 

William E. Callahan has been named superintendent of the Grace 
Hospital, Hutchinson, Kansas. 

Dr. Myron D. Jacoby is the new medical superintendent of River- 
lawn Sanatorium, Paterson, New Jersey. 

Elizabeth Pierce has resigned the superintendency of the Children’s 
Hospital, Cincinnati. 

Dr. Clark B. Holbrook is superintendent of the Farview State 
Hospital for Criminal Insane at Farview, Pennsylvania. 
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OFFICERS OF THE STATE AND ALLIED ASSOCIATIONS 


Alabama Hospital Association 
President—Dr. French H. Craddock, Sylacauga. 
Secretary—Bertha McElderry, Talladega. 
American Protestant Hospital Association 
President—Dr. A. O. Fonkalsrud, Mansfield General Hospital, Mans- 
field, Ohio. 
Secretary—Dr. Frank C. English, 3233 Griest Ave., Cincinnati. 
Arkansas Hospital Association 
President—Mr. Lee C. Gammill, Baptist State Hospital, Little Rock. 
Secretary—Caroline Snyder, Trinity Hospital, Little Rock. 
Children’s Hospital Association 
President—Dr. Joseph A. Brenneman, Children’s Mem. Hosp., Chicago. 
Secretary—Miss Bena M. Henderson, Children’s Hospital, Milwaukee. 
Colorado Hospital Association 
Mr. Frank J. Walter, St. Luke’s Hospital, Denver. 
Mr. Wm. S. McNary, University of Colorado, Denver. 





President 





Secretary 
Connecticut Hospital Association 

President—Mr. Oliver H. Bartine, Bridgeport Hospital, Bridgeport. 

Secretary—Miss M. E. Traver, New Britain Hospital, New Britain. 


Florida Hospital Association 

President—Dr. W. L. Shackelford, Good Samaritan Hospital, West 
Palm Beach. 

Secretary—Mr. Fred M. Walker, Duval County Hospital, Jacksonville. 
Georgia Hospital Association 

President—Annie Bess Feebeck, Grady Hospital, Atlanta. 

Secretary—George R. Burt, Piedmont Hospital, Atlanta. 


Hospital Association of the State of Illinois 
President—Mr. J. Dewey Lutes, Ravenswood Hospital, Chicago. 
Secretary—Mr, FE. I. Erickson, Augustana Hospital, Chicago. 
Indiana Hospital Association 


President—Dr. Edward T. Thompson, University Hospital, Indianapolis. 
Miss Gladys Brandt, Cass County Hospital, Logansport. 





Secretary 
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NO ONE NEEDS 


QUIET 
MORE THAN THE SICK 


Hospital management today 
is alive to the fact that every 
precaution must be taken to 
protect patients from noise— 
which accounts for the large 
number of institutions equip- 
ped with Acousti-Celotex. 
Acousti-Celotex, produced 
in easily handled completed 
tile units that require no fin- 
ishing process, is quickly ap- 

lied to both new and old 
walls and ceilings. 





It is remarkably effective in Acousti- Celotex on the ceilings of the Methodist Hospital, Indianapolis, 


absorbing sound—subduing 
all those noises that are in- 
cident to a busy place—the tramping 
of feet, the clatter of dishes, the move- 
ment of equipment, and the numerous 
other disturbances. 

Hence youwill find Acousti-Celotex on 
the ceilings of corridors, utility rooms, 
dining roomsand kitchens, in hundreds 
of hospitals throughout the country. 
Acousti-Celotex is sold and installed 
by Acousti-Celotex contracting engi- 





Acoustical Products for 
Every Purpose 
Acousti-Celotex Cane Fibre 
Tile . Acousti-Celotex 
Mineral Fibre Tile ...Kalite 
Sound Absorbing Plaster 


Write for full information 














PAINTABLE 


COUSTI- 


TRA Se MARK REGISTEREO 


Indiana, abso rbs the noise of corridors and protects the patients by assur- 


them quiet. D. A. Bohlen & Son, architects. 


neers who will gladly, and without 
obligation, study your noise problems 
and advise you on their solution. No 
one needs quiet more than the sick. 
Get the facts about Acousti-Celotex. 


The Celotex Company, 919 North 
Michigan Avenue, Chicago, Illinois. 
Sales distributors throughout the 
world. In Canada: Alexander Murray 
& Co., Ltd., Montreal. 


PERMANENT 


ELOTEX 


UB PATENT OF FICE 
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Towa Hospital Association 
President—Clinton F. Smith, Allen Memorial Hospital, Waterloo. 
E. C. Pohlman, University Hospital, Iowa City. 





Secretary 
Kansas Hospital Association 
President—Rev. W. B. Stevens, Protestant Christian Hospital, Dodge 
City. 
Secretary—Dr. John T. Axtell, Axtell Christian Hospital, Newton. 
Kentucky Hospital Association, 
President—Miss Agnes O’Roke, Kosair Crippled Children’s Hospital, 
Louisville. 
Secretary—Mrs. Madge Hamnette, Children’s Free Hospital, Louisville. 
Louisiana Hospital Association 
President—Dr. Arthur Vidrine, Charity Hospital, New Orleans. 
Secretary—Harriet L. Mather, Southern Baptist Hospital, New Orleans. 
Maine Hospital Association 
President—Dr. T. A. Devan, Eastern Maine Gen. Hospital, Bangor. 
Secretary—Miss Margaret Hebut, Gardiner Hospital, Gardiner. 
Michigan Hospital Association 
President—Mr. L. J. McKenney, Highland Park Hospital, Highland 
Park. 
Secretary—Mr. Robert G. Greve, University Hospital, Ann Arbor. 
Midwest Hospital Association 


President—Miss Muriel Anscombe, Jewish Hospital, St. Louis. 
Secretary—Mr. Walter J. Grolton, Missouri Pacific Hospital, St. Louis. 


Minnesota Hospital Association 
President—Dr. Frank G. Carter, Ancker Hospital, St. Paul. 
Secretary—Mr. James McNee, St. Luke’s Hospital, Duluth. 
Mississippi Hospital Association 
President—Dr. Leon S. Lippincott, Vicksburg Sanitarium, Vicksburg. 
Secretary—Dr. C. M. Speck, New Albany. 
Missouri Hospital Association 
President—Mr. J. F. King, Freeman Hospital, Joplin. 
Secretary—Gertrude E. Copeland, Independence Sanitarium,  In- 
dependence. 
Nebraska Hospital Association 
President—Mr. F. J. Bean, University Hospital, Omaha. 
Secretary—Miss J. L. MacDonald, Clarkson Hospital, Omaha. 
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Visit Our HOSPITAL 





Beautiful 
Colored 


POSTERS 


and 


FOLDERS 


National 
Hospital Day 
Publicity 


HE winners of the 

Hospital Day Award 
in past years have used 
our publicity materials, 
This illustration is a re- 
production of the design 
for 1931, specially drawn 
for this purpose by an 
artist of national repu- 
tation. Circular showing 
design in actual colors 
and including full partic- 
ulars sent on request. 





POSTERS—(size 14 x 22 inches) 
beautifully printed in colors, on 
heavy cardboard. Includes im- 
printing name and address of 
hospital. 12, $4.50; 25, $7.50; 
50, $12.50; 100, $16.50. 

FOLDERS—(4 pages, 5% x 8%) 
in colors, on fine enamel paper, 
space on page 4 for program. 
Imprint hospital name at bottom 
of illustration on page 1. 2650, 
$5.50; 500, $9.50; 1,000, $14.50. 


POST CARDS—(3%x5%) in 
color with short story about Hos- 
pital Day on address side. Im- 
printed with hospital name and 
address. 500, $5.50; 1,000, 
$8.50; 2,000, $13.50. 

Movie Slides, Newspaper Cuts, 
Hospital Day Stamps, Birth 
Certificates and other material. 





Delivery prepaid on all orders. 
Add 10%, in Rocky Mt. States. 





PHYSICIANS’ 


ef The 


Largest 


RECORD CO. 


Publishers of] ~ 


Hospital and Medical Records ] ‘ 


161 W. Harrison Street 


Chicago, Illinois 
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New England Hospital Association 
President—Miss Bertha W. Allen, Newton Hospital, Newton, Mass. 


Secretary—Dr. Albert G. Engelbach, Massachusetts Gen. Hosp., Boston. 


New Jersey Hospital Association 
President—Dr. Geo. O’Hanlon, Medical Center, Jersey City. 
Secretary—Miss Marie Louis, Muhlenberg Hospital, Plainfield. 


Hospital Association of the State of New York 


President—Mr. Carl P. Wright, Syracuse General Hospital, Syracuse. 


Secretary—Mr. Julian Funt, Beth Israel Hospital, New York City. 
North Carolina Hospital Association 

President—Dr. Harold Glascock, Mary Elizabeth Hosp., Raleigh. 

Secretary—Mr. Edwin Farmer, Memorial Hospital, Wilson. 
Northwest Hospital Association 

President—J. W. Efaw, Seattle General Hospital, Seattle, Wash. 

Secretary—Rev. Axel M. Green, Emanuel Hospital, Portland, Ore. 
Ohio Hospital Association 

President—Miss Mary A. Jamieson, Grant Hospital, Columbus. 

Secretary—Mr. J. R. Mannix, Lakeside Hospital, Cleveland. 
Oklahoma Hospital Association 

President—Dr. T. M. Aderhold, El Reno Sanitarium, El Reno. 

Secretary—Dr. A. J. Weedn, Duncan. 
Ontario Hospital Association 

President—Mr. F. D. Reville, Brantford. 

Secretary—Dr. F. W. Routley, 314 Medical Arts Bldg., Toronto. 
Hospital Association of Pennsylvania 


President—Mr. John M. Smith, Hahnemann Hospital, Philadelphia. 
Secretary—Mr. Howard E. Bishop, Robert Packer Hospital, Sayre. 





South Carolina Hospital Association 
President—Mr. F. O. Bates, Roper Hospital, Charleston. 
Secretary—Mr. H. H. McGill, Columbia Hospital, Columbia. 
South Dakota Hospital Association 
President—Dr. J. S. Harkness, Methodist State Hospital, Mitchell. 
Secretary—Mr. C. W. Carlson, Moe Hospital, Sioux Falls. 
Southern Methodist Hospital Association 


President—Miss Lake Johnson, Good Samaritan Hosp., Lexington, Ky. 
Secretary—Mr. Fred Barnett, Atlanta, Ga. 
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MT. SINAI HOSPITAL 


another SPRING-AIR stronghold 


@ When SPRING-AIR won its way at 
Mt. Sinai Hospital, New York, it 
demonstrated again the simple pre- 
mise upon which its manufacturers 
base their bid for business. It is this: 
“Given the opportunity to demon- 
strate through actual tests in | 
service the SPRING-AIR Mattress can 
so convincingly show its superior 
worth that it will deserve the order 
on its proved merit.” 


That this test is fair — sound — and 
successful is reflected in a steadily 
rising preference for SPRING-AIR. It is 
further evidenced by the fact that 
when SPRING-AIR is once ordered it is 
invariably re-ordered. 


For the sake of your institution’s 
economical operation — for the sake 
of its opportunity and its obligation 
—we ask you to extend to us the 
courtesy of granting the only favor 
ever asked for SPRING-AIR . . . Try it. 
Inquiries for information are sin- 


cerely welcomed. 


‘@.SPRING ATR 
2 MATTRESS 


SS 


Also the famous spriINnc-AiR sleep cushion 










Master Bedding Makers of America 


FACTORIES IN 


FORTY 


PRINCE? AL CITIES 


The secretary at Holland, Michigan, will direct inquiries to the nearest source of supply 
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New England Hospital Association 
President—Miss Bertha W. Allen, Newton Hospital, Newton, Mass. 


Secretary—Dr. Albert G. Engelbach, Massachusetts Gen. Hosp., Boston. 


New Jersey Hospital Association 
President—Dr. Geo. O’Hanlon, Medical Center, Jersey City. 
Secretary—Miss Marie Louis, Muhlenberg Hospital, Plainfield. 


Hospital Association of the State of New York 


President—Mr. Carl P. Wright, Syracuse General Hospital, Syracuse. 


Secretary—Mr. Julian Funt, Beth Israel Hospital, New York City. 
North Carolina Hospital Association 

President—Dr. Harold Glascock, Mary Elizabeth Hosp., Raleigh. 

Secretary—Mr. Edwin Farmer, Memorial Hospital, Wilson. 
Northwest Hospital Association 

President—J. W. Efaw, Seattle General Hospital, Seattle, Wash. 

Secretary—Rev. Axel M. Green, Emanuel Hospital, Portland, Ore. 
Ohio Hospital Association 

President—Miss Mary A. Jamieson, Grant Hospital, Columbus. 

Secretary—Mr. J. R. Mannix, Lakeside Hospital, Cleveland. 
Oklahoma Hospital Association 

President—Dr. T. M. Aderhold, El Reno Sanitarium, EF] Reno. 

Secretary—Dr. A. J. Weedn, Duncan. 
Ontario Hospital Association 


President—Mr. F. D. Reville, Brantford. 
Secretary—Dr. F. W. Routley, 314 Medical Arts Bldg., Toronto. 





Hospital Association of Pennsylvania 
President—Mr. John M. Smith, Hahnemann Hospital, Philadelphia. 
Secretary—Mr. Howard E. Bishop, Robert Packer Hospital, Sayre. 
South Carolina Hospital Association 
President—Mr. F. O. Bates, Roper Hospital, Charleston. 
Secretary—Mr. H. H. McGill, Columbia Hospital, Columbia. 
South Dakota Hospital Association 
President—Dr. J. S. Harkness, Methodist State Hospital, Mitchell. 
Secretary—Mr. C. W. Carlson, Moe Hospital, Sioux Falls. 
Southern Methodist Hospital Association 


President—Miss Lake Johnson, Good Samaritan Hosp., Lexington, Ky. 
Secretary—Mr. Fred Barnett, Atlanta, Ga. 
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Tennessee Hospital Association 
President—Dr. Eugene B. Elder, Knoxville General Hosp., Knoxville. 
Secretary—Mr. C. P. Conneli, Vanderbilt Hospital, Nashville. 


Texas Hospital Association 


President—Mr. Robert Jolly, Memorial Hospital, Houston. 
Secretary—Mr. Joe F. Miller, Jefferson Davis Hospital, Houston. 


Virginia Hospital Association 
President—Dr. Knowlton Redfield, Jefferson Hospital, Roanoke. 
Secretary—Mr. H. H. Coleman, Jr., Johnson Willis Hospital, Richmond. 
Western Hospital Association 
President—Dr. B. W. Black, Highland Hospital, Oakland. 
Secretary—Mrs. Lola M. Armstrong, Western Hospital Review, |.os 
Angeles. 
West Virgina Hospital Association 
President—Dr. Walter E. Vest, Chesapeake & Ohio Ry. Hospital, 
Huntington. 
Secretary—Mr. Joe W. Savage, Charleston. 


Wisconsin Hospital Association 
President—Dr. B. W. Black, Highland Hospital, Oakland. 
Secretary—Mr. J. G. Crownhart, State Medical Society of Wisconsin. 
Madison. 


American Association of Hospital Social Workers 
President—Elizabeth Wisner, Tulane University, New Orleans. 
Secretary—Ruth E. Lewis, Washington Univ. Hospitals, St. Louis. 
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KALMERID Germicidal TABLETS 


Potassium-Mercuric-lodide 


HIS double salt of iodine 

and mercury is one of the 
most efficient germicides 
known. It exceeds both iodine 
and bichloride of mercury in 
bactericidal potency, is of com- 
paratively low toxicity, is non- 
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irritative, and forms no insolu- 
ble combinations with proteins. 
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Bottle of 100 tablets. . . $3.00 
Less 25% on 10-bottle lots or more 
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Descriptive literature will be 
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DAVIS & GECK, INC., 217 DUFFIELD ST., BROOKLYN, N.Y. 














TROY PRESENTS 
New Principle in 
Washer Design 


Much interest has been aroused among the sf A h4 
laundry industry by the introduction of the The merican Journal 
new TROJAN washers by the Troy Laundry \ ~5 
Machinery Company. _ These machines were of ursing 
exhibited for the first time at the —or og 
ers national convention in Louisville, last fall. OUT rd — i 
Outstanding among the numerous new fea W e cant keep a 
tures is the “balanced-drive’’ principle of these s ' c " ‘ 
washers, which is unquestionably an engineer- COpy ot the Journal 
ing achievement. Other features include silent : mK, meen —_ 
running, with absence of vibration; heavier | in sight because the 
metal gauges and frames; elimination of over- ‘ ny ne +) 
head structure; precision-machine construction doctors carry It off. 
no shims or babbitting throughout the ma- 
chine; segregated timer control; high gear ra- il i — 7 - 
tios, and others, which set the "highest washer I h 1S b ein Ns SO, 
standards Troy has attained in its fifty-three ; . ska 
years of laundry machinery manufacture. would you like to 
“Balanced-drive” is a fundamental principle deal 3 . r Oe i m 
of equalizing pull or drive, but new in its appli- hav ca COPY ot youl 
cation to laundry equipment. Troy, in its new — 
broadside on these washers, illustrates the drive Own: 
by comparing it to the whiffletree of a wagon 
or the differential of an automobile. Each is 
used to equalize or to balance the transmission la bs 
of power. The American Journal 
n the new drive, Troy engineers obtain equal b 
drive at both ends of the TROJAN cylinder— of Nursing 
thereby eliminating strain and wracking, and . 
insuring equal wear of the two pinion gears. 450 Seventh Avenue 
Also, any flexing of the shaft, due to torque, is New York City 
instantly taken up so that both gears must | se 
drive uniformly. The unit consists of two 
“equalizers” (differentials) built into a driven $3.00 a year 
shive. These equalizers are free to move in og eae } 
housings which are keyed to the drive shaft. $3.50 Foreign and Canadian 
The shive, or pulley, is driven by multiple cog 
belts. 
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Rules of Eligibility 


for Membership 


in the 


American Hospital 
Association 


oOo00000 


Any corporation or association organized for the pro- 
motion of public health or for the care or 
treatment of the sick or injured is eligible 
for Institutional Membership. 


O00000 


Persons actively engaged in hospital or public health 
work are eligible for Personal Membership. 


on00000 


MEMBERSHIP FEES 


Institutional 
Active— Initiation Fee Annual Dues 
for hospitals under 100 beds........ $10.00 $10.00 
for hospitals of 100 to 250 beds...... 20.00 25.00 
for hospitals of 250 beds and over... 30.00 50.00 
Associate— 


$10.00 annual dues for all organizations admitted. 
Subscribing— 
$10.00 annual dues for all organizations not on this continent. 


Personal 
Active—Membership Dues—$5.00. 
Associate—Membership Dues—$3.00. 


AMERICAN HOSPITAL ASSOCIATION 
Eighteen East Division Street, Chicago 
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Are Your 
Digitalis Ampuls 
Assayed in Cat Units? 


@ “We prefer the cat unit,” said so many cardiologists 
so definitely, that Roche responded by adopting the cat 
unit method of digitalis assay. 


@ Thus the new 2 cc. ampuls containing Digalen In- 
jectable are the only digitalis ampuls we know of, the 
potency of which is declared in terms of cat unit: “Total 
content of ampul (2 cc.)—l1 cat unit (cir. 150 frog 
units).” There is no ambiguity in such a statement, 
and you can accept it as a definite guide for dosage 
whether the remedy is employed for maintenance or 
for quick digitalization. 


@ Digalen, in all its forms, has been extensively used 
in hospitals ever since it came out as the original in- 
jectable digitalis. Since our adoption and announce- 
ment of cat unit assay, naturally many hospitals and 
cardiac clinics have decided to use Digalen Injectable 
exclusively as their standard preparation. 


@ Is it in your formulary? 


DIGALEN INJECTABLE AMPULS 


cost only $5.00 per 100. It will be worth your while to 
look into the economy afforded by this special hospital 
price. 


For further particulars and the Roche 


1932 direct-to-hospital price list 
write to our 


Hospital Sales Department 


HoFFMANN - LA Rocue, INc. 
Nutley, New Jersey 
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Technical Bulletins of the 
American Hospital Association 


CONTENTS PRICE 
Dikinfectian satter -ComimatGn . <5<.00 ches a tes Occee nsec eeeeretes n/c 
Report Gl Comittee GO PlOOlE he ooo 5 oicie'd sc msts esis wise evieee kes 50 
Report of Committee on Buildings: Construction, Equipment, 
tie Ma ititenance: CUO) cic cseiccs asp oe eis aco nivinie 0 oon se ecini oh ovs J5¢ 
Report of Committee on Laundry Equipment and Supplies 
IE Ys estore eae See Ps bain s I Giaee ca esta eemin nao 25c 
Report of Committee on Laundry Equipment and Supplies 
COZ S YY aicieek Seok RRR SOD Cre N UE NR AIS ETO RIG EOD bales 25¢ 
Report of Committee on Hospital Forms Pertaining to Annual 
PROOFS CISCO) S aecciic bao ars sore ob elas BHSl DS bow ee eT 25c 
Report of Committee on Hospital Forms (1923).............. 15c 
Report of Special Committee on Gauze Renovation (1922)..... 25c 
Report of Committee on Gauze Renovation (1923)............ 25c 
Handling of Narcotics in Hospitals not Maintaining Licensed 
PEIIOES La pig Out cance saree oe hehe eit Enotes wee ne ibaa n/c 
Report of Committee on Training for Hospital Social Work... 50c 
Report of Committee on Foods and Equipment for Food Service 
EE) RRS Peers Ak RRS ISIE ey ee an eA ee rae eRe ae 25c 
Special Report of Sub-committee on X-ray Departments and 
I OEIC ele sc saret tate relat et aires ene tun ivy SR eNaratapaia aie aioe ales Seis 25¢ 
POG R MA OBAPAtir EINES ooo crise we st cle Cod sisees asthe n/c 
Report of Special Committee on Cleaning..................2.. 50c 
Report of Committee on Buildings: Construction, Equipment, and 
TT EN hata (Gee 0 SRR RR eke ra Bie a ee ee ee adc 
Report of Committee on Foods and Equipment for Food Service 
gE EE AOS Rite pon geo ae ee ec eae 25c 
Report of Committee on Accounting and Records.............. 50c 
Report of Committee on Buildings: Construction, Equipment, 
rorpyn TMs bots oper Le clan G1 ¢ me a le ee P 50c 
Report of Committee on County Hospitals................-06- 50c 
Report of Committee on Out-Patient Work (1928)............. 50 
Report of Committee on Hospital Organization and Management 
KGET cherie si cjars Sede ic evearaben co inl eee eV olen ae caeatied ai 50¢ 
Report of Committee on Postmortem Examinations (1930)..... 50c 
Report of Liprary Committee (1950) 4 <5... oe oe nceciesesceedee n/c 
Reportof Out-Patient Comimittee (1930) .. 56... cc cicceesececees 50¢ 
Report of Committee on Hospital Planning and Equipment 
IRIN ceo. Sct ea eine wa tale dbs ka nee easiest Nanm ee 50c 
Report of Committee on Fire Insurance Rates (1931)........ 50c 
Report of Committee on Autopsies (1931) ................... 50c 
Report of Legislative Reference Committee (1931)............ 50c 
Report of Committee on Narcotics (1931) ...............0.-- 50c 
Report of Committee on Public Health Relations (1931)....... 50 
Report of Committee on Hospital Planning and Equipment 
IEP ure iN a fares cco rea Sete teh lets tally otek ere Ve See 50c 
Report of Out-Patient Committee (1931) ..............c0ceee 50c 
Report of Committee on Hospital Organization and Manage- 
ror 7 ame (Gy 7) RO ic 0 re rae fh ene nara PE nee 50c 
Report of Committee on Employees’ Retirement (1931)........ 56¢ 
Report of Committee on Simplification and Standardization of 
Furnishings, Supplies, and Equipment (1931).............. 50c 
Report of Committee on Workmen’s Compensation and Liability 
1 EO AB AM es PGF a Ue ena of NIRA a ee a ede oe ea 50 


[ 198 ] 




















When You Consider 
the New or Enlarged 
Hospital, Consider 
Those Men and 











M. BURNEICE LARSON Women Who Must 
Director ~ . . 
va eeetik BUREAU Run It Efficiently 


QUALLY important to the care and study you take 

in the planning of the new hospital or addition is 
the selection of personnel. Modern and efficient hos- 
pitalization is no less dependent on the human equation 
than it is on the finest of equipment. Competent tech- 
nicians and employees spell success just as do the most 
advanced scientific apparatus and the most cheerful 
furnishings. 

Even when the new building is in progress should 
you consider this vital problem of an intelligent and 
experienced staff. Thereby may you anticipate and 
assure a smooth-running and coordinated institution the 
moment its doors are opened to the public. 

The Medical Bureau of Chicago is at all times 
willing to offer counsel to hospital officials. Your 
entire personnel — supervisors, de- 


partment heads, nurses, dietitians, \ RITE us when you 
laboratory workers —can here be need assistance. Let 
selected among a group of men us ideally list of can- 

orn x bi ig r 
and women whose capabilities and Gidales and “equip” yee 
eee d ial Saul alified hospital, so to speak, to 
ackground records have qualifiec function with all the 
them to assume all responsibilities understanding of service 
placed upon them. that has been in mind 


since the preparation of 
the first elevation draw- 
ings and blue prints. 


The MEDICAL BUREAU 


1541 Pittsfield Bldg. 58 E. Washington St. 
CHICAGO 
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GENERAL OFFICERS, AMERICAN HOSPITAL 
ASSOCIA TION—1932 


PRESIDENT 


Paul H. Fesler, superintendent, Wesley Memorial Hospital, Chicago, Ill. (after May1). 


PRESIDENT-ELECT 


George F. Stephens, M.D., general superintendent, Winnipeg General Hospital, Win- 
nipeg, Manitoba. 


First VICE-PRESIDENT 


Willis G. Nealley, M.D., director, Brooklyn Hospital, Brooklyn, N. Y. 


SECOND VICE-PRESIDENT 


Robert E. Neff, administrator, University Hospital, University of Iowa, Iowa City, 
Iowa. 


THIRD VICE-PRESIDENT 
Charlotte Pfeiffer, R.N., superintendent, Stuart Circle Hospital, Richmond, Va. 
TREASURER 
Asa S. Bacon, superintendent, Presbyterian Hospital, Chicago, Ll. 


30ARD OF TRUSTEES 
Paul H. Fesler, ex-officio, superintendent, Wesley Memorial Hospital, Chicago, Il. 


George F. Stephens, M.D., e¢.v-officio, superintendent, Winnipeg General Hospital, 
Winnipeg, Manitoba. 


Asa S. Bacon, ex-officio, superintendent, Presbyterian Hospital, Chicago, II. 
F. O. Bates, superintendent, Roper Hospital, Charleston, S. C. Term expires 1934. 


Nathaniel W. Faxon, M.D., director, Strong Memorial Hospital, Rochester, N. Y. 
Term expires 1933. 

E. T. Olsen, M.D., superintendent, Receiving Hospital, Detroit, Mich. Term ex- 
pires 1934. 

Rev. Maurice F. Griffin, St. Philomena’s Church, Cleveland, Ohio. Term expires 1933. 


Winford H. Smith, M.D., director, Johns Hopkins Hospital, Baltimore, Md. Term 
expires 1932. 


Carolyn E. Davis, superintendent, Good Samaritan Hospital, Portland, Ore. Term 
expires 1932. 
EXECUTIVE SECRETARY 


Bert W. Caldwell, M.D., office of Association, 18 East Division Street, Chicago, Il. 
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ECONOMIES IN OPERATING 
YOUR OWN LAUNDRY 


TROY 


LAUNDRY MACHINERY 






HERE the size of the hospital jus- 
tifies the installation of laundry 
equipment, definite financial savings will 


be made. 


These economies are four: (1) allowing the 
hospital to funetion with a minimum sup- 
ply of linen; (2) making it possible to get 
quick, dependable laundry service of qual- 
ity desired; (3) controlling the process of 
laundering insuring that the life of the 
goods will not be shortened by injurious 


methods, and (4) keeping down costs. 


The Troy Hospital Advisory Service has 
helpful facts and figures on planning the 
installation of a laundry department. 
Write—there’s no obligation. 


TROY LAUNDRY MACHINERY CO., INC 


Chicags—-New York City—San Francisco—Seattle 
Boston—Los Angeles 


James Armstrong & Co., Ltd., European Agents: 
London, Paris, Amsterdam, Oslo 


View of Laundry Department, 
Fordham Hospital, New York City. 
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The American 
Hospital Association 


... What it stands for 


—¢0o— 


HE AMERICAN HOSPITAL ASSOCIATION, an or- 
p ree of which 1,504 hospitals in the United States and 

Canada are active institutional members, and 2,709 hospital 
trustees, administrators, and heads of departments are active per- 
sonal members, serves the entire hospital field. 


The AMERICAN HOSPITAL ASSOCIATION maintains a 
consultation and information service which is at the disposal of 
all hospitals whether members of the Association or not. This 
service undertakes to furnish the latest information relative to 
administrative methods, hospital procedures, construction, and 
equipment—in general, all information pertaining to the successful 
operation of a hospital. 


The AMERICAN HOSPITAL ASSOCIATION works in close 
co-operation with all organizations looking to the betterment of 
hospital service to the patient and to all things that are of benefit 
to our institutions. 


The AMERICAN HOSPITAL ASSOCIATION reviews all 
proposed legislation affecting hospitals and, through its legislative 
committee, inaugurates action to support all legislation that is 
worth while and of benefit to the hospital field, and to prevent 
the enactment of legislation prejudicial to the interests of our in- 
stitutions. 


— 0e— 


Ts your institution a member of the American Hospital 
Association? 
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The Hanflig 
ORTHOPAEDIC BED 





This Bed is designed to take care of 
any orthopaedic problem that may pre- 
sent itself in the bed care of orthopaedic 
patients. 


Circular will be sent upon request 


FRANK A. HALt & Sons 


118-122 Baxter Street 
NEW YORK CITY 
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Thirty-fourth Annual 
Convention 


American Hospital 
Association 





Detroit, Michigan 


September 12 to 16, inclusive 






































Of Special Interest 


To Hospital Executives 


Are the articles which appear in the 
special departments of The Trained 
Nurse and Hospital Review 


Hospital Articles on specific points in adminis- 

Council tration; also covering those valuable 
interrelationships between departments 
which result in a smooth running insti- 
tution. 

Nursing Each month a new idea for the better 

School conduct of nursing schools, or some 


teaching or administration problem 
which is taxing the busy superintendent 
of nurses. 


Administration 


Nutrition A new approach to the dietitic prob- 
Forum lem from the research, or administra- 
tive angle; also valuable excerpts from 
current literature to cover all new find- 
ings in research. 


Student's A discussion forum; an opportunity for 

Hour the presentation of student work; and 
articles by mature writers on subjects 
which interest students. 


In addition to these departments The Trained Nurse and 
Hospital Review publishes many articles on subjects im- 
portant to both hospital and nurse. 


The Trained Nurse and Hospital Review 
468 Fourth Avenue 
New York City 
( ) $3.50 Fi -year subscription. 
Enclosed please find . : for a one-year sub ee 
( ) $5.00 for a two-year subscription. 


PEIN G Stored atenin a tela screed te we acres Ra ees SMEWON. cc cicu wae ccuarcden ebireacas een 


CER iin ct separa ademas ae ile eae nes IMG So oo ccs Sececavdeonceeeeaennoel 
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CLASSIFIED DIRECTORY OF ADVERTISERS 


BUILDING MATERIALS 


Acoustical Treatment 


Gate ISCO Ia OER i eh sshd A tpac an Suen MCt au wie vast BUS atmo vise WR rE 189 
Insulation 
GU GTS S| Cor 4 2 0 es nee een BP Pe ag CN SOE Ee IE Re 189 


Sound-proofing Materials 
MS RICE IN ie. 6 cise 1a 0's ci OG oss ecw mee aH Cabin bene tea arel bace! Riva BN Elem aH 189 


GENERAL FURNISHINGS AND SUPPLIES 


Beds 

Ors COINS SRA AN yc site. vin ea oe Ryd Oe eR wn Mae eeu, Ue 
Cleansing Agents 

EPUntIMeton Wa DOLrarOories, CEMOs..cicc-¢ vce slersiatsie se arelw 6 wo. cee eee enrsgn 187 
Cushions, Bed 

Rae NO CERIN 25 Son aes Nosh Mo dia sca A A aki osis nL Ke eee eee PAR 193 


Disinfectants, Deodorizers 
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Dispensers, Soap 
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Furniture, Complete Line 
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Mattresses 
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Soap, Liquid 
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Soap, Scrubbing Compound 
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Springs 
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Tables, Bedside 
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CLINICAL AND SCIENTIFIC EQUIPMENT AND SUPPLIES 


Desks, Chart 
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Formaldehyde Germicide 

[SPECT el RST 2 Cage 1) Cg nares, eo A ee 185 


Forms, Record 
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Incubators 
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Recent trends in OXYGEN ToerRary 


| ECENT developments in oxygen therapy, 

both in hospitals and in private practice, 
have been so rapid that only the newest in- 
formation on this subject can be regarded as 
authoritative. 

To supply physicians interested in the prac- 
tical aspects of oxygen therapy with the latest 
data on procedure and equipment, we have pre- 
pared a brief but accurate 30-page book. “Re- 
cent Trends in Oxygen ‘I herapy.” which will be 


sent to any physician without cost or obligation. 


THE LINDE AIR PRODUCTS CO. 
The World's Largest Producer of Oxygen 


Unit of Union Carbide and Carbon Corporation 
New York 


Uc, 


IN CANADA, DOMINION OXYGEN COMPANY, LTD., TORONTO 


Linde Oxygen U.S.P. is 
of guaranteed purity in 
excess of 99.5 per cent., 
conforming to all the 
requirements of the 
United States Pharma- 
copoeia. It is available 
in 220 cu. ft. and 110 
eu. ft. cylinders at any 
of the 65 Linde pro- 
ducing plants and 174 
warehouses, convenient- 
ly located in every part 
of the country. 





B.A.H.A. Ap oe 
The Linde Air Products Co., 205 Fast 42nd Street, N.Y, 
Without obligation, please mail a copy of “Recent 
Trends in Oxygen Therapy” to: 
Name 


{ddress 


City and State—— 











Faichney’s ‘Tempelass 


(The Tempered Glass Thermometer) 
NOW SUPPLIED IN THREE STYLES AT ONE PRICE 














Le ee sy OOD A 6. a iO 2) No. 2 








A process developed in the Faichney plant atter vears ot research and 
experimentation, hardens the glass and makes it so tough and. strong 
that breakage is reduced to a point of real economy by tewer replace- 
ments. Actual tests prove that 6 dozen will outlast about 12 dozen of 
the ordinary thermometers in hospital use. 

ANY OF THE STYLES COST THE HOSPITAL THE SAME 
PRICE PER DOZEN. AT THIS PRICE THIS TOUGHER 
CLINICAL GLASS SAVES MONEY THROUGH DURA- 
BLETEY. 

ACCURATE :—Guaranteed to pass U. $8. GOVT. TESTS and 
supplied with SUATE SEALS in Mass... Conn. and Mich. 


Gentlemen: 


Please send 
.. Dozen VEMPGLASS No. 1G - - $6.00 per doz. 
ee er Dozen TEMPGLASS No.2 @ - - $6.00 per doz 
w2eee- Dozen TEMPGLASS No. 3G - - $6.00 per doz 
Name of Hospital. ........ Ose Ps tit nk SRN en 
City CPt) 
Dea Crs \ } 


FAICHNEY INSTRUMENT CORPORATION 


WATERTOWN, N. Y. 

















